14 
6 


The New England 
Journal of Medicine 


Votume 214 


JUNE 25, 1936 


NuMBER 26 


THROMBO-ANGIITIS OBLITERANS WITH SPECIAL 
REFERENCE TO ITS ABDOMINAL MANIFESTATIONS* 


BY SIDNEY SLATER COHEN, M.D.,+ AND MAURICE E. BARRON, M.D.t 


INCE the establishment of thrombo-angiitis 
obliterans as a clinical and pathological en- 
tity in 1908,1 the disease has been regarded, 
until recent years, as one involving only the ves- 
sels of the extremities and more especially the 
lower. That such a restriction is artificial and 
erroneous has become the growing impression of 
many observers who have been of the opinion 
that the disease is widespread in its distribu- 
tion. It is our aim to help to clarify and es- 
tablish this impression as fact, and particularly 
to define the abdominal manifestations of the 
disease as a surgical entity. 

Buerger was the first to discuss the possible 
general aspects of the disease, stating that little 
‘was known regarding the participation of ar- 
teries other than those of the extremities in the 
characteristic process. He quoted four cases 
of the disease involving systems distant from the 
original proved thrombo-angiitis of the extremi- 
ties, and found coronary arteriosclerosis in one, 
thrombo-angiitis of the coronaries in another, and 
central arteriosclerosis with bland thrombosis in 
two, to account for the clinical picture. Barron 
and Linenthal® in 1929 called attention to ‘‘the 
more general distribution of the disease in con- 
tradistinction to what has previously been be- 
lieved concerning it: that it is a disease involving 
the blood vessels of the extremities exclusively’’. 
They believed that it attacked the walls of the 
vessels throughout the entire vascular system— 
giving signs and symptoms characteristic of 
the regional vessels and organs involved. 
study of thirty-four cases was made (twenty- 
seven of their own, seven in the literature) in 
which, with thrombo-angiitis of the extremities 
(only a few proved histologically, the rest typi- 
eal clinically), episodes suggesting involvement 
of cerebral, coronary, and other vessels oc- 
eurred. In view of the young age group in 
these cases, with years of disease prior to defi- 
nite nutritional disturbance, it was felt’ that 
thrombo-angiitis was here a general disease with 
involvement in these distant loci, and that ar- 
teriosclerosis, when present, was superimposed. 
However, in this group only four autopsies are 
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quoted, these showing changes suggestive of the 
disease. This is a very small proportion. 

Brown and Henderson,* LeMann,’ Lewis,® 
Taube,?® Allen and Willius,’! Riesman,?? and 
McGregor and Simson' all quote cases of 
thrombo-angiitis obliterans with cerebral, coro- 
nary, and other episodes suggestive of extension 
of the primary process, but again with no post- 
mortem material. Livingston’* quotes such a 
ease and remarks on the frequency with which 
patients, who have had a ‘‘stroke’’ or coronary 
attack, complain of intermittent claudication 
and night cramps of the legs. He states: ‘‘I 
feel that the clinical entity we have been calling 
Buerger’s disease is not an entity at all; that 
there probably are a variety of causes, func- 
tional and pathological, for an obliterating ar- 
terial disease process which may attack the ter- 
minal avborizations of arteries anywhere in the 
body.”’ 

Jager*® in an extremely thorough and diligent 
treatise on the subject, has detailed the his- 
topathology of the disease in its various stages 
and concludes similarly. 

It would seem, however, as though histo- 
pathological proof of the widespread nature of 
the disease were sadly lacking in the literature; 
that more autopsy material was highly essential 
for enlightenment. Buerger has stressed this, 
and the preponderance of purely presumptive 
case reports has borne out the contention. 

This paucity of autopsies is probably due to 
a number of factors: first, to the chronic nature 
of the disease lending itself to numerous hos- 
pital admissions with eventual self-restriction 
to home care and exitus away from the hospi- 
tal; secondly, to the temporary arrest of the 
disease often by amputation leading to eventual 
exitus from cause other than thrombo-angiitis 
obliterans—again outside of hospital; thirdly, to 
the orthodox Jew’s aversion to postmortem ex- 
amination. 

LeMann quotes but six autopsies on thrombo- - 
angiitis obliterans in the literature through 
1928, four of them Buerger’s (as above), one 
Perla’s, one LeMann’s. Sprunt,’ in a recent 
article on generalized thrombo-angiitis oblit- 
erans, found eighteen cases, the above included, 
in the literature with autopsy. All of these 
showed some lesions of the visceral arteries, in 
many cases simply arteriosclerosis, in others, a 
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smaller group, purely thrombo-angiitic, and in 
a third group, mixed types. Sprunt presents 
a careful analysis of the site of involvement, 
age, duration of symptoms with other vital sta- 
tistics, revealing as a whole that there exists 
in these cases a general vascular disease, ter- 
minating in most cases with the usual vascular 
accidents one associates with arteriosclerosis and 
hypertension. 

Averbuck and Silbert,2® in a very thorough 
treatise on the cause of death in thrombo- 
angiitis obliterans, were able to detail the his- 
topathological background in a large series of 
eases. Of forty-five cases of proved thrombo- 
angiitis obliterans of the extremities who died, 
twelve or 21 per cent died of intercurrent non- 
vascular disease; twenty-two or 41 per cent suc- 
cumbed to visceral vascular accidents; the re- 
mainder of asthenia and operative intervention. 
Of these forty-five, nineteen came to autopsy, 
three of them Buerger’s cases. Of these, only 
one case presented distant lesions typical of 
thrombo-angiitis obliterans as in the extremities, 
while eleven or 58 per cent had occlusive, non- 
typical visceral processes. The association be- 
tween thrombo-angiitis obliterans in the extrem- 
ities and visceral accidents as manifested in this 
and other series certainly cannot be an acci- 
dental one. Undoubtedly the incidence is much 
greater than in a group of normal individuals. 
One cannot help but define in thrombo-angiitis 
obliterans, as Silbert points out so aptly, a ‘‘con- 
stitutional inferiority of the entire vascular sys- 
tem with abnormal thrombotic tendencies and 
early degenerative vascular changes with local 
variations, making for a variable clinical and 
histopathological picture.”’ 


Search of the entire literature to date reveals 
that there are to be but a handful of autopsy re- 
ports on thrombo-angiitis obliterans. Those, with 
our own, we detail in the accompanying chart 
-——unfolding and correlating the clinical and his- 
topathological aspects of the disease. In the 
records of the Beth Israel Hospital, we have 
had from August, 1928 to May, 1934, seventy- 
seven admissions of thrombo-angiitis obliterans. 
Of this number, four died and all came to autop- 
sv. These we include in Chart 1. 

It will be seen then that, of thirty-nine avail- 
able autopsy reports there were vascular lesions 
distant from the original disease in the extrem- 
ities in thirty-seven, of which group, seven 
showed histopathologic change characteristic of 
thrombo-angiitis obliterans, and four showed 
questionably pathognomonic lesions—while in 
the majority the pathologic process was not 
characteristic of thrombo-angiitis obliterans, but 
in most cases, of arteriosclerosis. 

Buerger likewise noted that such material as 
had been collected had failed to define changes 
entirely characteristic of the disease in these 


distant places. He felt that great care was 
necessary in interpreting the significance of the 
endarterial lesions found at necropsy, especial- 
ly in the distant place, since intercurrent affec- 
tions, atherosclerosis and secondary thromboses, 
with such changes as healing might induce, could 
play a réle in producing the final histopatholog- 
ical picture, not at all typical of the disease. 
He points out that arterial channels affected by 
thrombo-angiitis are inherently disposed to 
atherosclerotic changes as well, as proved by 
study of autopsy material and amputated limbs. 
Study of the latter, especially at secondary or 
re-amputations, may disclose, only a few months 
after the first operation, marked atherosclerotic 
change not present earlier, and displacing the 
typical lesions of thrombo-angiitis obliterans 
found previously. 

Graves, in a concise account of the histopath- 
ology of the disease, points out that in thrombo- 
angiitis, when the lesion has existed for many 
years, a secondary thickening of the intima 
takes place with corresponding proliferation of 
elastic fibres that must not be confused with the 
arteriosclerotic process. The latter, however, he 
states, is often associated with thrembo-angiitis 
and one finds atherosclerotic plaques in which 
the elastie fibres are arranged more or less par- 
allel with the internal elastic lamina, encroach- 
ing on the lumen. Evidently, in these cases, a 
predisposition to vascular disease manifests it- 
self both in a susceptibility to thrombotie le- 
sions as well as to degenerative ones. 

Autopsy findings—according to Graves and 
others—also show that in thrombo-angiitis oblit- 
erans the more centrally situated arteries de- 
velop a tendency to arteriosclerotic lesions even 
though the arteries of the extremities show but 
little sclerosis. One may thus find arterioscle- 
rosis, thrombo-angiitis, or both in these centrally 
located vessels. The histopathologic differentia- 
tion of thrombo-angiitis obliterans and arterio- 
sclerosis in the extremities rests on the involve- 
ment of nerves and veins and the relatively 
spared internal elastic layers in the artery, typi- 
eal of the former process. In the other organs 
of the body one usually encounters the non- 
specific thrombosis typical of many types of 
occlusive vascular disease. 

Thus one is left with the impression that even 
with definite thrombo-angiitis of centrally lo- 
cated vessels, the usual chronic course with re- 
current inflammation and superimposed arterio- 
sclerosis leads to a histological picture at even- 
tual examination uncharacteristic of thrombo- 
angiitis obliterans. One is forced therefore to 
define these distant areas of thrombo-angiitie in- 
volvement purely on an empirical basis; the elin- 
ical story, the concomitant process elsewhere, 
comparative youth for arteriosclerosis, and the 
localization of the process, rather than the his- 
topathological picture. 
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With these thoughts in mind, the elinician 
should be better able to interpret vascular phe- 
nomena complicating any type of peripheral vas- 
cular disease and particularly thrombo-angiitis 
obliterans. Coronary and cerebral episodes we 
understand as such. Occlusion of vessels in 
other viscera often goes unnoticed, or is left un- 
related to a generalized arterial disease process. 
Spasm, inflammation, vessel wall change, col- 
lateral circulation all play a réle in the inter- 
pretation of the clinical syndrome of thrombo- 
angiitis obliterans and must be so emphasized. 

Led to unusual interest in the subject of gen- 
eralized thrombo-angiitis obliterans by reason 
of previous work on the subject by one of us— 
and because of the extraordinary case we will 
present—it became our task to investigate the 
abdominal manifestations of the disease. As 
the literature was investigated, it became evi- 
dent that there are extremely few cases of 
proved involvement by thrombo-angiitis of in- 
tra-abdominal vessels, and only a few suggestive 
cases. We were also led to realize that: here 
was a new entity to be considered in the differ- 
ential diagnosis of the acute surgical abdomen. 

The cases in Chart 2, as detailed, constitute all 
those found in the literature indicating proved 
or presumptive involvement by the disease of 
intra-abdominal vessels. 

Investigation of the literature thus discloses 
only fifteen cases suggesting involvement by 
thrémbo-angiitis obliterans of blood vessels to 
the alimentary tract, a remarkably small group. 
Of these, only four are proved, two others doubt- 
fully proved and the remainder (nine) presump- 
tive. There are doubtless encountered clinicaily 
hundreds of cases of thrombo-angiitis obliterans 
of the extremities in which temporary fleeting 
abdominal episodes oeccur—probably due to 
either acute thrombo-angiitis of the vessels, or 
spasm, or both. This Lewis Conner*’ recently 
stressed, suggesting that our knowledge of the 
events following thrombosis of coronary or cere- 
bral vessels be applied to the problem of rec- 
ognizing visceral vascular occlusion. 

The prognosis in these cases depends upon the 
delicate balance between gross occlusion, col- 
lateral circulation and spasm. Failure to main- 
tain this balance manifests itself by the ischemic 
pain seen in occlusive involvement of coronary, 
extremity or visceral arteries. Failure to rec- 
ognize this possibility and the deplorable lack 
of autopsy findings have helped to keep uncer- 
tain and obscure our understanding of the gen- 
eral nature of the disease. We feel that these 
cases, aS well as ours, constitute a definite in- 
dication that thrombo-angiitis obliterans of the 
intra-abdominal! vessels is a well-established step 
in the progress of the disease; and must be 
taken into consideration in the differential diag- 
nosis of the acute surgical abdomen. 

The clinical picture is usually one of partial 


intestinal obstruction, colicky abdominal pain, 
vomiting, obstipation or diarrhea, distention and 
fever. Similarly, the comparatively early age 
group, the presence elsewhere in the body of 
thrombo-angiitis obliterans and the absence of 
arteriosclerosis elsewhere, lead one to feel that 
the basis for all these cases may best be ascribed 
to generalized thrombo-angiitis obliterans with 
abdominal manifestations. Why the vessels of 
the extremities are more frequently involved 
than others is not known. It is possible that to 
greater vascular demands, to static conditions, 
and to exposure of the vessels to mechanical and 
thermal irritations, we may ascribe the more 
frequent involvement of the peripheral vessels. 
It is our hope that the above cases and ours to 
follow, may bear out the contention that, though 
iess commonly occurring and less recognized. 
thrombo-angiitis obliterans of intra-abdominal 
vessels is a definite clinical entity. 

The following case is offered as an interest- 
ing, but unfortunately only presumptive, case 
of abdominal Buerger’s disease :— 


S. A., thirty-four year old single Russian Jewish 
tailor, entered Beth Israel Hospital, February 10, 
1931, with coldness, blueness and crampy pain in 
the arch, sole and big toe of the right foot, of twen- 
ty-nine months’ duration; and in the sole and instep 
of left foot, of fourteen months’ duration, made worse 
on walking and with cold. At that time, physical 
examination revealed phlebitis migrans of the right 
leg and thigh and left foot; both feet, especially 
the right, were cold and blue. Femoral pulsations 
were both good, but popliteals, posterior tibials and 
dorsalis pedis bilaterally absent. 

Posterior tibial nerve block with skin temperature 
readings revealed no vasospastic element in his 
disease. On March 26, 1931, right popliteal vein 
ligation with biopsy of artery was done. The latter 
found completely. fibrosed. Pathologic diagnosis, 
arterial thrombosis with canalization. On Febru- 
ary 6, 1933, for migrating phlebitis, a left saphenous 
vein ligation was done. Biopsy revealed acute and 
subacute inflammation typical of thrombo-angiitis 
obliterans; this was confirmed by re-examination of 
earlier biopsy specimens. (Figs. 1 and 2.) 

Typhoid vaccine, intravenous saline, ultraviolet 
light, exercises, restricted activity, were all tried 
but made little impression on the development of 
subsequent events. 

Admitted May 23, 1934, with colicky parumbilical 
pain of thirty-six hours’ duration with vomiting, ob- 
stipation, prostration. Two months previously, he 
had had his only previous attack, being prostrated in 
bed for one week with recurrent attacks of low ab- 
dominal midline cramping pain, with vomiting and 
diarrhea. Physical examination now revealed an 
undernourished man, toxic, with dry tongue, scaph- 
oid abdomen with slight motion on respiration, ex- 
treme tenderness and spasticity of the entire right 
side of the abdomen—most marked opposite the 
umbilicus. The temperature was 100.8° F. rectally, 
pulse 114, respiration 28 and W.B.C. 26,000. Ex- 
tremities showed findings as at previous examina- 
tions. Immediate laparotomy was done with the 
preoperative diagnosis of probable acute appendi- 
citis, and a secondary diagnosis of thrombo-angiitis 
obliterans of the mesenteric vessels. There was 
disclosed patchy gangrene of the hepatic flexure of 
the colon involving one and a half inches of the 
length of the bowel, mostly on the antimesenteric 


CHART 1 


AUTOPSTES IN THROMRO-ANQGIITIS ORLITERANS 


Author Duration TAO Early Path. e Autopsy 
of Disease History Exam. of Exitus Findings 
1. Buerger, L.’ 23-28 1906 ulcer left toe; intermittent Defined TAO Sudden, instant death. AS of coronaries; no TAO anywhere. 
claudication left calf; 1907 Gritti (no details) 
left; 1909 right leg amputation; 
: 1911 Gritti right. 
2. Buerger, L. 21 July 19, 1906 amputation left TAO Abdominal — disten- AS with thrombosis of superior mesenteric and com- 
: thigh. tion; toxemia mon iliac arteries and aorta; no TAO 
3. Buerger, L. 35-41 1906 left leg amputation; 1907 TAO Drowsy; coma. AS with thrombosis; bland organization of aorta; 
right leg; 1909 right hand symp- no TAO 
toms. 
4, Cserna” 20-36 16 years’ pain (hemiplegia and Clinical Coma; convulsions. *TAO cerebral coronary vessels-—-widespread. 
unconsciousness previously) ul- TAO 
cer, intermittent claudication 
both legs. 
5. Perla 28-47 Amputation left leg; then right TAO Sudden vomiting, cyan- *Coronary TAO. 
leg; right second finger ampu- osis, exitus. 
tated. 
6. Lewis* 40-47 Intermittent claudication both Clinical Sudden hemiplegic *Widespread lesions consistent with TAO. 
feet; right forearm. TAO death. 
7. LeMann' 5h 1917 right mid-thigh amputa- Clinical Fright, precordial pain, Coronary occlusion—AS of all vessels; no TAO. 
tion; 1921 periarterial sympa- TAO vomiting, dyspnea, ab- 
thectomy; left mid-thigh ampu- dominal pain, shock. 
tation. 
8. Trabaud ? Massive gangrene both hands None Gangrene nose, sacrum, **Intimal proliferation with obliteration of arteries; 
and Chaty*® years and feet. elbows; toxemia. deemed probably TAO. 
9. Barker 388-39 Intermittent gangrene both hands None; Chills, fever, melena, **Widespread occlusive arteritis, not AS; deemed 
and Brown and right second toe (ulcer). sympathetic neuronitis; 2 months TAO. 
ganglionectomy. intermittent left upper 
quadrant colic, diarrhea. 
10. Livingston" 31-37 Intermittent claudication right TAO 6 months postamputa- *Widespread lesions (mid-cerebral, coronary, left 
hand 5 years; both legs 2 years; tion, sudden cerebral tibial) as in TAO. 
amputation right thigh. death. 
11. Norpoth® 37-44 Intermittent claudication both TAO 1 year abdominal colic, *Widespread TAO of abdominal vessels, extremities, 
legs 7 years; amputation right vomiting, diarrhea, per- pulmonary, hepatic blood-vessels. 
leg 5 years; left 4 years. itonitis, death. 
12. Gocke* 23-35 Toes left foot amputated. TAO Obscure, Thrambotic occlusion of both femorals, left radial, 
right brachial, histological basis indefinite : 
. ‘ lusi f both f rals, ary 
13. Diirck*® 38-40 Right leg amputated. TAO Sudden cardiac death 8, coron 
FY : i ti hlebi- Clinical Sudden cardiac death. Generalized AS, thrombosis right femoral and ex- 
14. Jager® (1) ternal iliac arteries; no TAO. 
15. Jager (2) 34-39 Intermittent claudication; right Tetraplegia at 39. Generalized AS; thromboses of vessels of extremities 
: 4th and 5th toes gangrenous; and viscera; no TAO. 
hemiplegia at 37 and 5th left toe 
gangrenous. 
z ‘ 32-47 Rheumatic pains, progressive; Clinical Hemiparesis 1 year pre- Fibrous occlusion arteries left leg and thigh with 
as. ger 67) 2 weeks premortem thromboses mortem; death pneu- marked vascularization of AS pads; inflammatory 
left leg and right leg pain. monia, cells in media; veins typical of all stages of TAO; 
AS elsewhere. 
17. Jager (4) 21-42 When 27 years 2 abdominal oper- Clinical Unexpected death apo- AS with thrombosis; no TAO. 
; ations; continuation abdominal plexy; hemiplegia. 
colic with bowel disturbances; 
migraine, rheumatic leg pain. 
nn* 2-41 Both legs amputated. TAO Thrombotic occlusion of both iliaes, slight AS of 
18. —— aorta; coronary sclerosis; infarcts of kidney and 
y spleen and brain. 
19. Ackman™ 29-46 3 toes left foot amputated. Buerger’s Acute surgical abdo- Rapidly advancing AS, embolism and thrombosis 
. : men; mesenteric throm- uorta, superior mesenteric artery; infarct gangrene 
bosis; shock; death. and perforation ileum; general peritonitis; no TAO. 
20. Oppel ? Obscure. Obscure Obscure, Thrombosis of both femorals, iliacs, abdominal aorta 
and superior mesenteric artery; hemorrhagic in- 
farcts of intestine. 
Gangrene with ulcer right big TAO Postoperative bronchial Marked AS of coronaries and arteries of legs and 
21. Soak terest 56-69 “ong intermittent claudication; Ist report; pneumonia after mid- aorta; AS with obliteration of right femoral artery; 
No. 1 amputation right big toe; right review thigh amputation, no TAO. 
mid-thigh amputation. report AS. 
Authors Intermittent claudication left; Healed TAO ‘achexia; cerebral . **Primary cancer of lung; coronary occlusion left; 
22. Beth Israel 35-49 gangrene with ulcer—amputa- in amputated thrombosis with hemi- organized thrombosis in aorta and branches in pul- 
No. 2 JM tion left Ist and 2nd toes at 44; leg. plegia. monary artery and right femoral artery and vein; 
5 intermittent claudication with changes in femoral vessels and aorta suggestive of 
gangrene—amputation right big but not definite TAO. 
toe and then mid-tibial amputa- 
tion at 46; coronary thrombosis 
at 45. 
Authors Intermittent claudication; gan- 


. Beth Israel 


No, 3 LP 


grene and ulcer right big toe: 
right mid-thigh amputation at 


TAO 
in amputated 


leg. 


Septicemia. 


Pyophiebitis left femoral vein; thrombosis left iliac 
vein and inferior vena cava; generalized AS with 
all stages of thrombosis and organization: no 
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24. 


25. 


26. 


27. 


29. 


30. 


31. 


35. 


36. 


37. 


38. 


39. 


Authors 
Beth Israel 
No. 4 JB 


Averbuck” 
and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


. Averbuck 


and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


. Averbuck 


and Silbert 


. Averbuck 


and Silbert 


. Averbuck 


and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


Averbuck 
and Silbert 


2-43 


42-46 


31-45 


35-37 


39-43 


29-49 


32-38 


42-60 


29-43 


41-42 


38-56 


30-44 


33-42 


39-53 


35-48 


35-56 


54; gangrene ulcer left 5th toe. 
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Gangrene and ulcer right big 
toe intermittent claudication: 
ligation popliteal vein; 1st right 
toe and then leg amputated. 


Both legs involved — clinically 
TAO; 1 amputation. 


Both legs involved — clinically 
TAO; 1 amputation. 


Both legs involved — clinically 
TAO; 1 amputation. 


4 extremities involved—clinically 
TAO; 1 amputation. 


4 extremities involved—clinically 
TAO; 2 amputations. 


3 extremities involved—clinically 
TAO; no amputations. 


4 extremities involved; clinically 
TAO; 2 amputations. 


4 extremities involved; clinically 
TAO; 2 amputations. 


2 extremities involved; clinically 
TAO; 1 amputation. 


4 extremities involved; clinically 
TAO; 2 amputations. 


2 legs involved; clinically TAO; 
2 amputations. 


2 legs involved; clinically TAO; 
2 amputations. 


2 legs involved; clinically TAO; 
1 amputation. 


4 extremities involved; clinically 
TAO; 2 amputations. 


4 extremities involved; clinically 
TAO; 2 amputations. 


**Presumptive or *Proved TAO. AS—Arteriosclerosis. 


Acute and 
subacute 
TAO 


TAO 


TAO 


TAO 


TAO 


TAO 


None; 
clinical TAO. 


TAO 


TAO 


TAO 


TAO 


TAO 


TAO 


TAO 


TAO 


TAO 


Septicemia. 


Postoperative infection 
and toxemia. 


Postoperative hemor- 
rhage. 


Postoperative hemor- 
rhage and infection. 


Pulmonary embolus; 
coronary thrombosis. 


Cachexia, 


Cachexia. 
Pneumonia. 


Toxemia. 


Toxemia. 


Mesenteric thrombosis; 
cachexia. 


Hleart-failure. 


Ortner’s syndrome; 
shock, 


Coronary thrombosis. 


Coronary thrombosis. 


Coronary thrombosis. 


‘ 


Organized thrombosis of femoral and other vessels, 
no AS or TAO. 


Gangrene and cellulitis of amputation stump; paren- 
chymatous degeneration of heart, liver, kidneys; no 
thrombosis in any major vessel; nc TAO. 


Mural thrombus left cardiac ventrigle; generalized 
AS; thrombosis left common iliac artery; no other 
intra-abdominal thromboses; no TAO. 


Thrombotic occlusion left femoral artery; mild AS 
of iliac arteries; no visceral thromboses; no TAO. 


*Thrombotic occlusion both iliacs with ascending 
thrombosis of aorta to renals; TAO both hypogas- 
trics; thrombotic occlusion both coronaries; general- 
ized AS; multiple pulmonary emboli. 


Cancer of colon with liver metastases; slight AS 
ascending aorta; all other vessels with no throm- 
bosis; no TAO. 


Small round cell sarcoma of head of pancreas; no 
visceral vascular thromboses; no TAO. 


Mild AS of coronaries; thrombosis of pulmonary 
vessels; spirochetal pneumonia; no TAO. 


Complete thrombotic occlusion of abdominal aorta; 
gangrene of both extremities; arm, left hip, penis; 


coronary AS; parenchymatous degeneration of vis- 
cera; no TAO. 


Gangrene of stump; AS of coronaries; no visceral 
vascular thromboses; no TAO. 


**Bilateral femoral artery thrombosis; thrombosis 
of main branch of superior mesenteric artery (?TAO) 
severe AS of coronaries and aorta. 


Thrombosis of hepatic and left iliac arteries; cardiac 
peenereoay and dilatation; mild coronary AS; no 


*Thrombosis of internal and external iliacs and right 
coronary with cardial infarct; thrombotic occlusion 
of celiac axis and all branches of superior and in- 
ferior mesenteric arteries; gangrene and perforation 
of ileum; changes consistent with TAO. 


Coronary sclerosis with infarcts of left ventricle; 
slight generalized AS; no TAO. 


Marked coronary sclerosis with mild cardiac infarct; 
AS of aorta and renals, external iliac and femorals; 
cerebral thromboses; no TAO. 


Coronary sclerosis with occlusion; marked AS of 
cerebral vessels and aorta with occluding thrombus 
into iliac arteries; no TAO, 


TAO—Thrombo-angiitis obliterans. 
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CHART 2 


LITERATURE ON “ABDOMINAL BUERGER'S” 


Author Patient Clinical Background Biopsy Abdominal Complications Course Autopsy 
Buerger’ 21-year old male Left thigh amputation. Typically TAO. 2 days postoperative; Operation for question of Arteriosclerotic thrombo- 
acute surgical abdo- mesenteric thrombosis; sis of celiac axis, SU ES 
men. gangrenous gut; exitus. mesenteric, left 
iliac arteries. 
Meyer” 47-year old male 16 years of clinical TAO; No report in Intermittent epi- Operation: dilatation and None: at operation, pulse 
bilateral thigh amputa- history. sodes of abdominal hypertrophy without gan- less, sclerotic 
tions. 


Telford and 
Stopford*® 
Crisp” 
Taube” 
Taube 


Sprunt” 


Cserna” 


Hulst” 


Barker and 
Brown” 


Perla 


Norpoth” 


Ackman* 


Averbuck and 
Silbert” 


Averbuck and 
Silbert 


40-year old male 
British 


19-year old 
German 


44-vear old male 
Russian 


32-vear old male 
American Hebrew 


31-year old male 
English 


36-year old male 
Polish Jew 


36-year old male 


39-year old female 


Polish-American 


44-vear old male 


44-year old male 
German 


46-year old male 
English 


42-year old male 
Russian Jew 


47-vear old male 
Russian Jew 


10 years of clinical TAO; 
symptoms of duodenal ul- 
cer. 


Clinical TAO 1 year plus; 
peptic ulcer at 7 years of 
age. 


5 years of progressive clin- 
ical TAO. 


Long story of TAO of legs; 
bilateral mid-thigh ampu- 
tations. 


Clinical TAO left lower 
extremity for 18 months. 


16 years of progressive 
clinically typical TAO of 
extremities. 


2 years of clinically typi- 
cal TAO of lower extremi- 
ties. 


1 year of peripheral vas- 
cular disease of hands and 
feet, consistent with TAO. 


17 years of TAO of ex- 
tremities; eventual bilat- 
eral mid-thigh amputa- 
tions. 


6 vears of TAO of extremi- 
ties; bilateral leg amputa- 
tions. 


8 years of TAO of extremi- 
ties; toe amputation, ap- 
pendix abscess, diabetes, 
ulcer symptoms. 


9 years of proved TAO of 
extremities; left ankle and 
right leg amputations. 


9 years of proved TAO of 
extremities; bilateral mid- 
thigh amputations. 


Typically TAO 
at later opera- 
tion. 


None. 


None. 


Typically TAO. 


None. 


None. 


None. 


See autopsy. 


Typically TAO. 


Typically TAO. 


Typically TAO. 


Typicaily TAO. 


Typically TAO. 


pain and vomiting 
for 16 years to entry. 


Perforated ulcer; at 
operation, cord-like 
pulseless left com- 
mon iliac. 


Uleer symptoms an- 
tedating those in 
legs. 


Acute surgical abdo- 
men; recovery; 1% 
months later, recur- 
rence. 


Intermittent attacks 
4 years later of ab- 
dominal pain, disten- 
tion, vomiting. 


Severe attacks of 
abdominal pain and 
vomiting for 3 years. 


Intermittent attacks 
of abdominal pain 
and ileus. 


Intermittent attacks 
of abdominal pain, 
vomiting, obstipa- 
tion. 


Intermittent attacks 
of abdominal pain, 
vomiting, diarrhea. 


Sudden abdominal 
pain; vomiting; cy- 
anosis. 


Intermittent attacks 
of abdominal pain 
and vomiting for 1 
year. 


Ulcer symptoms for 
8 years; sudden 
acute surgical abdo- 
men. 


7 months prior to 
death, attacks of ab- 
dominal pain, disten- 
tion. Severe attack 
prior to death. 


Attacks of abdomi- 
nal pain, vomiting, 
bloody diarrhea, ten- 
esmus. 


AS—Arteriosclerosis. 


grene of terminal ileum 
and right colon. Died 48 
hours postoperative. 


3 months later, left mid- 
thigh amputation. 


Gastroenterostomy and 
then resection of stom- 
ach; leg findings typically 
TAO. 


Operation: gangrenous 


bowel, mesenteric throm- 
bosis, exitus. 


Attacks to date of report. 


a 


Attacks to date of report. 


Progressive 
cerebral 
itus. 


invalidism; 
occlusion; 


Attacks to date of report. 


Cerebral symptoms, occlu- 
sion of extremities, ex- 
itus. 


Exitus. 


In one of attacks, perit- 
onitis and exitus. 


Expectant treatment, dis- 
tention, bloody vomiting, 
exitus. 


Expectant treatment, ex- 
haustion, shock, exitus. 


Downhill ‘course, dying at 
56; hands involved; cere- 
bral symptoms. 


TAO—Thrombo-angiitis obliterans. 


mesenteric artery and” 
branches. 


None. 


None: vessels in specimen - 


atypical for TAO. 


None. 


None. 


None. 


Lesions characteristic of 
TAO widespread through- 
out vascular tree. 


None. 


Widespread infiammatory 
occlusive endarteritis sug- 
gestive of TAO. 


Thrombosis of left exter- 
nal iliac, aorta and left 


coronary arteries, consist-_ 


ent with TAO. 


TAO of abdominal aorta 


and arteries of intestines 


and lungs with infarction — 


and perforation of bowel. 


Widespread thrombosis of 


aorta of left external iliac, — 


aorta and left coronary, 


Typical TAO of all major 
branches 
right coronary artery. 


TAO of both thighs ang 


superior mesenteric ar. 
tery; AS of aorta and cor- 
onary. 


Comment 


superior 


of aorta and 


Definite TAO of legs, rarity of juvenile AS, and 
known predisposition of AS to be superimposed on 
TAO, lead to presumptive diagnosis of TAO of ab- 
dominal vessels. 


Author, reviewing literature in 1924, found no proved 
case of abdominal TAO. This case he offers as a 
presumptive one. 


Changes noted at first operation, consistent with TAO 
of abdominal vessels; subsequent proved TAO in 
thigh specimen. A presumptive case. 


Author considers possibility of same process existing 
in stomach and leg arteries. In 462 cases of TAO 
at Mayo Clinic, no relationship to peptic lesions 
found. A presumptive case. 


Author in 1931 found 26 cases of TAO in vessels 
other than those of extremities. 


These two cases of the author’s are offered as pre- 
sumptive cases of abdominal TAO. 


Case of clinical TAO of extremities with episodes 
suggesting intermittent claudication of abdominal 
vessels, possibly involved by same disease process. 
A presumptive case. 


Widespread involvement by proved TAO of cranial, 
cardiac, abdominal and extremity arteries. - 


Comparative youth for AS, presence of TAO in ex- 
tremities, led to presumption of involvement of ab- 
dominal vessels by TAO. 


While not histologically pathognomonic, authors feel 
this case to be one of widespread TAO— involving 
also abdominal vessels. 


A proved case of progressive involvement by TAO 
of arteries of extremities, abdomen and heart. 


A proved case of progressive involvement by TAO 
of arteries of thighs, abdomen and lungs. 


A presumptive case of involvement of abdominal ves- 
sels by TAO as found in extremities but superimposed 
by AS. Ulcer, diabetes, appendicitis—all on same 
basis? 

Proved TAO of abdominal vessels leading to partial 
intestinal obstruction for months, and eventual ex- 
itus. 


progressive involvement by TAO of extremity, ab- 
dominal «nd other vessels proved at autopsy. 


24 
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border. Spots of necrosis were thin and varied in|of the lesion and the abdomen closed. The conva- 
lescence was stormy. On the eighth day there de- 
veloped a frank fecal fistula which gradually dimin- 
ished in size until his discharge on the twenty-third 
postoperative day. 


size from % to 2 centimeters in diameter with nor- 
mal bowel in between. No thickening of bowel or 
of mesentery was noted. The pulsations of the 
mesenteric vessels were definite up to an inch from 
the bowel margin, where in this particular locality 


FIG. 1. 


Acute Stage of Thrombo-Angiitis Obliterans. Note the infil- 
tration of all layers of the vessel by leuk es; the lumen 
filled with clot, in the periphery of which there are miliary giant 
cell foci, 


& 


FIG. 2. 


High Power View of One of Giant Cell Foci Noted at Rim 
of Thrombus in Previous Slide. Note typical leukocytic infil- 
tration of all vessel layers. 


they were not palpable. There was fibrin over the 
serosa of the colon and small bowel, thereby tying 
them together. Disrupted to expose the pathology. 
It was felt that there was a good chance of regres- 
sion of the process and, accordingly, nothing fur- 
ther was done. Drains were placed to either side 


~ 


FIG. 3. 


X-ray taken after the First Operation. Note inflammatory 
hepatic stricture with dilatation of cecum and ascending colon 
proximal to presumptive thrombo-angiitic involvement of bowel 


FIG. 4. 


the Second Operation. Note stricture and 


X-ray taken after 
ileo-t lost Note dilatation of cecum and ascend- 


ing colon. 


~ 
- 
vessels. 
be 
‘ 
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On July 9, 1934, barium enema revealed a marked 
constriction at the hepatic flexure (operative site) 
3.5 centimeters long and .25 centimeter in diame- 
ter. (Fig. 3.) There was no delay or obstruction 
and, clinically, no pain or distention. Defecation 
occurred twice daily and the stools were soft, semi- 
formed, guaiac-negative. The possibility of neoplasm 
of hepatic colon was considered, thcugh inflamma- 
tory stricture was felt to be the probable under- 
lying pathology. 

There ensued gradual distention, some cramps, 
which, with the x-ray picture, led, on August 21, 1934, 
to ileo-transverse-colostomy for inflammatory stric- 
ture and partial intestinal obstruction. At this time 
the surgeon found the left common iliac artery to 
be thickened, fibrosed, with faint pulsations and sev- 
eral areas of calcified plaques. At the same time 
all the sensory nerves to the right foot were crushed 
except for the sural nerve that his toe might tolerate 
more vigorous local treatment. 

The convalescence was uneventful except for some 
abdominal distention with parumbilical cramps. A 
checkup on Sept. 14, 1934, revealed marked disten- 
tion of the proximal half of the colon which was reg- 
ular in outline except for the previously noted de- 
fect at the hepatic flexure. The _ ileo-transverse- 
colostomy stoma was one half inch in width, and 
barium flowed through this stoma into the ileum 
and also by the stoma into the proximal colon. 
(Fig. 4.) 


We have thus a thirty-five year old man with a 
six-year background of proved  thrombo-angiitis 
obliterans of the extremities, who six months, and 
again four months, previously, had had an acute 
gastro-intestinal episode. At operation, spotty gan- 
grene of hepatic flexure was found with poor pulsa- 
tions in the vessels near the bowel margin and 
thickening and fibrosis of the left common iliac 
artery, but no other palpable changes. Drainage of 
the abdomen was followed in turn by fecal fistula, 
inflammatory stricture and ileo-transverse-colostomy 
for progressing obstruction. There then loomed the 
possibility of the development of “blind loop” path- 
ology that might have necessitated resection of the 
right colon and terminal ileum. 

It is the presumption that thrombo-angiitis oblit- 
erans of the mesenteric vessels was the funda- 
mental basis for the intra-abdominal process. Proof 
of this may be forthcoming at resection of his ves- 
sels at some future date. In light of our knowledge 
of pathological changes in chronic thrombo-angiitis 
obliterans, we realize that we may find no typical 
lesions. This man may go on to further similar at- 
tacks; he may manifest cerebral or coronary changes 
attributable to his thrombo-angiitis obliterans. 
prognosis is questionable. 


SUMMARY AND CONCLUSIONS 


1. The literature on the autopsy material of 
thrombo-angiitis obliterans is reviewed. Thirty- 
nine avaflable autopsy reports are abstracted. 


2. Thrombo-angiitis obliterans is a generalized 
. disease process, which may affect vessels any- 
where in the body, giving a clinical syndrome 
dependent upon the vessels and organs affected. 


3. In the chronie stage of the disease, arterio- 
sclerosis often accompanies, and may displace, 
the typical thrombo-angiitiec changes in the ves- 
sels involved. In such cases, a presumptive 
diagnosis of thrombo-angiitis obliterans can be 
based only on clinical evidence. 


4. Suggestive abdominal signs and symptoms, 


‘His 


in a patient with thrombo-angiitis obliterans of 
the extremities, may be due to involvement of © 
the intra-abdominal vessels by the disease proc- 
ess. Recognition ef this fact may modify the 
therapeutic approach and prognosis. 


5. The literature on ‘‘abdominal Buerger’s 
disease’’ is reviewed. Fifteen available case re- 
ports are abstracted. 


6. A presumptive case of 
ger’s disease’’ is presented. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


PROCEEDINGS OF THE 
ONE HUNDRED AND FORTY-FIFTH ANNIVERSARY 


House of Delegates, Manchester, N. H. 
May 25, 26 and 27, 1936 


HE House of Delegates convened at the 
Hotel Carpenter, Manchester, New Hamp- 
shire. on Monday evening, May 25, 1936, at 
seven-thirty o’clock. 
Sneaker James B. Woodman presided. 


The Secretary called the roll and the follow- 
ing members responded : . 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 
Richard W. Robinson, Laconia 
Raymond J. Turley, Meredith 
William J. Paul Dye, Wolfeboro 
Francis J. C. Dube, Center Ossipee 
Osmon H. Hubbard, Keene 

Frank M. Dinsmoor, Keene 
Richard E. Wilder, Whitefield 
Robert M. Deming, Glencliff 
Roland J. Joyce, Nashua 

Deering G. Smith, Nashua 
Clarence E. Dunbar, Manchester 
Charles H. Cutler, Peterborough 
Henry H. Amsden, Concord 
Warren H. Butterfield, Concord 
James B. Woodman, Franklin Falls 
Lawrence R. Hazzard, Portsmouth 
Harry O. Chesley, Dover 

Jeremiah J. Morin, Rochester 
Henry C. Sanders, Jr., Claremont. 


PRESIDENT ABBOTT: I appoint Dr. Keeley to 
take Dr. Moriarty’s place; Dr. George C. Wil- 
kins to take Dr. Larochelle’s place, and Dr. 
Frederic P. Lord to take the place of Dr. Syea- 
more. 


SPEAKER WOODMAN: I appoint the follow- 
ing Committee on Credentials: Dr. Dinsmoor, 
Dr. Deming and Dr. Cutler. 


Dr. DinsMoor: There are nineteen delegates 
present with credentials. 


SPEAKER WoopMAN: For the Committee on 
Communications and Memorials, I appoint Dr. 
H. H. Amsden, Dr. L. R. Hazzard and Dr. R. W. 
Robinson. 

For the Committee on Nominations, I appoint 
Dr. Clarence E. Dunbar, Dr. Richard W. Rob- 
inson and Dr. Osmon H. Hubbard, Dr. Rich- 
ard E. Wilder and Dr. Frederie P. Lord. 

The next item of business is the report of our 
President, Dr. Clifton S. Abbott. 


Report of the President 


It seems almost superfluous for me to address 
you at this time. The President usually says 
all he cares to say in his address before the So- 


ciety. The reports of the Secretary and vari- 
ous committees will doubtless cover the ground 
thoroughly. 

I would recommend that the second session 
of the House of Delegates be held in the evening 
of the first day, as will be suggested by our 
Secretary. 

I would recommend that we hold our meet- 
ings on advanced time, if a majority of our 
cities have adopted it. 

We are confronted with the necessity of de- 
eiding whether we will accept Federal Aid as 
offered under the Social Securities Act for crip- 
pled children, connoting the broadest interpre- 
tation of the term, and for others that might 
be eligible under the Act. The people back of 
the movement are working through the State 
Board of Health. I am informed that they 
have a list of about two hundred children re- 
quiring some medical aid. If their plans do 
not meet our approval, we should have a pro- 
gram of our own to care for these people. My 
address of tomorrow is on this subject. 


One of the best accomplishments this year 
was the securing of the Postgraduate Fellow- 
ships offered by the Commonwealth Fund. This 
makes real postgraduate instruction possible 
to a limited number of members of this Society, 
offered in a very attractive form, the details of 
which are covered in the report of the Com- 
mittee on Medical Education and Hospitals. 

The Committee on Cancer has been very ac- 
tive, and deserves commendation for its book- 
let on the early diagnosis and treatment of 
cancer. One member of your Committee is a 
member of the State Cancer Commission, which 
has established diagnostic clinies throughout 
the State, and conducted campaigns of cancer 
education last winter. 

The Committee on Maternity and Infancy 
has sent out literature that should be valuable 
to those doing this work. 

The Committee on Public Relations has had 
an easy year, but next vear, the situation will 
be far different, with the legislature in session. 

We should elect one or two members from 
each county society to the State legislature in 
either branch. I have urged this at every coun- 
ty meeting that I have attended. I believe that 
it will be difficult to do this, for a man in active 
practice would have to make quite a financial 
sacrifice. If a doctor could be assured of not 
too great a financial loss, there would be no 
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difficulty in getting good men to run. As a con- 
structive measure, | would suggest that the So- 
ciety devise some means of caring for the phy- 
sician’s practice during his absence. 

There is almost sure to be legislation per- 
taining to sickness insurance at the next ses- 
sion of the Legislature. There should be key- 
men placed about the State who would make it 
their business to know the character and educa- 
tion of the candidates for public office. The 
Editor of the Illinois Medical Journal says, ‘‘ Do 
a little research on these men, doctor, before 
election.’’ 

There are too many suits for malpractice in 
the State. There will probably be a continu- 
ance of these suits. It would seem that the 
average doctor is an optimist. never believing 
that he may be sued until trouble strikes him. 
The gospel of the Golden Rule and the power 
of organized co-operation should be preached. 

There should be some measures devised to 
limit the number of men admitted to practice 
in the State, for in this way only can the qual- 
ity of medical practice be improved. The ratio 
- of doctors in New Hampshire is one to seven 
hundred, which, taking into consideration the 
wealth of the people, is the saturation point. 

The Society’s weakness lies in infrequent 
meetings. The House of Delegates meets but 
once a year. I believe that there should be a 
session of the House with the various commit- 
tees in the early winter each year that the Gen- 
eral Court convenes. 


SPEAKER WoopMAN: This report is referred 
to the Committee on Officers’ Reports. 

The next item of business is the report of the 
Secretary-Treasurer. 
Report of Secretary-Treasurer 
To the Members of the House of Delegates of the 

New Hampshire Medical Society: 

The following report for the year 1935 is herewith 

submitted: 
Total Membership December 31, 1935 
Paip MEMBERSHIP 


Belknap County 28 
Carroll County 14 
Cheshire County 27 
Coos County 31 
Grafton County 50 
Hillsborough County 125 
Merrimack County 62 
ROCKINGHAM COUNLY 44 
Strafford County 33 
Sullivan County 20 
Not in County Society 6 
— 440 
Unpatip MEMBERSHIP 
Affiliate Members 24 
Honorary Members 15 
Not in good standing 1l 
50 
Total bershi 490 


The total membership on December 31, 1934—482 


FINANCIAL STATEMENT 


Receipts 


January 1, 1935. Balance forward 
Cancer Committee refund 


Committee, Medical Liability re- 
fund 
Transactions Mrs. Tappan... 


Net receipts 1935 annual meeting... 
Grafton County 
Carroll County 
Rockingham County 
Strafford County 
Cheshire County 
Coos County 
Belknap County 
Sullivan County 
Merrimack County 
Hillsborough County..... 
Benevolence Fund (Women’s Aux- 

iliary ) 
Members not in County Societies... 


Expenditures 
Bank Tax 
N. E. Journal of Medicine (Re- 
prints) 


N. E. Journal of Medicine (Jour- 
nals and Transactions ) oa... 
Eagle-Phoenix Hotel Company 
(Committee Lunches)... 
Dr. Frederic P. Lord (Expenses to 
Atlantic City) 
Dr. Frederic P. Lord (Telephone 
and Postage) 
Dr. Wendell P. Clare (County 
Dues, Three Doctors ) 
Dr. Frederick P. Scribner (Tele- 
phone and Postage) 
Dr. Robert O. Blood, Treas. (Tele- 
Phone and Telegrams ) 
St. Paul’s School (Telephone and 
Telegrams) 
O. E. Colby (Express, A. M. A. Cir- 
culars ) 
Dr. Harlan F. Curtis (Refund)... 
Lena Tabor (Stenography ) 
Lena Tabor (Envelopes ) 
Lena Tabor (Stenography ) uc. 
Madeline May (Stenography, An- 
nual Meeting) 
Dr. Thomas W. Luce (Committee 
Jurisprudence ) 
Edson C. Eastman (Envelopes )........ 
Brown & Saltmarsh (Stationery ).. 
Postmaster (Postage) 
Bridge & Byron (Printing) 
Evans Printing Company (Cards) 
A. E. Russ (Clerical Work ) 
Carleton R. Metcalf (Postage )............ 
Carleton R. Metcalf (Stenographer, 
Hotel ) 
Carleton R. Metcalf (Salary ).............. 
Robbins Company (Medals).............. 
Dr. Deering G. Smith (Dues, Col- 
lected at Annual Meeting)........... 
Dr. Warren Butterfield (Dues Col- 
lected at Annual Meeting)............ 
Dr. Leslie K. Sycamore (Dues Col- 
lected at Annual Meeting)......... ‘ 
Dr. Nathan Van Etten (Annual 
Meeting Traveling Expenses)... 
Dr. Edward MacMahon (Annual 
Meeting Traveling Expenses)... 


$463.88 
4.53 


$3,847.44 


$0.14 
36.77 
978.02 
57.60 
32.60 
14.25 
3.00 
12.00 
25.33 
5.05 


4.08 
1.25 


1.00 
1.00 
551.47 
289.00 
90.00 
279.00 
204.00 
156.00 
186.00 
174.00 
114.00 
398.00 
775.00 
119.00 
36.00 
35.00 
1.70 
2.00 
199.84 
4.00 
5.00 
| 4.55 
62.38 
195.04 
80 
35.00 
1.45 
6.00 
400.00 
15.19 
42.00 
2.00 
1.00 
22.35 
5.00 
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Dr. George Wilkins (Committee on 


Cancer) 75.00 
Dr. Grover C. Penberthy (Expens- 
es—Annual Meeting) 78.00 
Dr. Harry Mock (Expenses—An- 
nual Meeting) 132.00 
Union-Leader (Radio Advertising) 15.12 
E. S. King (Transporting Books)... 7.00 
F. J. Sulloway (Expenses to Lan- 
caster ) 35.00 
Newspapers 12.25 
Benevolence Fund 271.00 
$2,835.76 
January 1, 1936. Balance in check 
book 1,011.68 
$3,847.44 


The Society has increased its membership 
slightly and is in sound financial condition. 
During 1935 the customary $500 was not added 
to the Trust Funds but since the beginning of 
the present year, the Treasurer has turned over 
to the Trustees $1,000. The Benevolence Fund 
now amounts to $1,174.95. This fund has been 
increased during the past year not only by the 
routine allotment of fifty cents from the annual 
dues of each member but also by generous gifts 
from the Women’s Auxiliary of several county 
societies. 


One of our Councilors died during 1935: 
Abram W. Mitchell of Epping, a distinguished 
and widely known physician. 


On Tuesday afternoon President Abbott will 
present a gold medal to a Manchester doctor 
who has been a member of this Society for 
fifty consecutive years. In one respect this pres- 
entation will be unusual because the doctor is a 
woman,—Ellen A. Wallace. At the same time 
two physicians who have been in practice for 
fifty years will be duly honored. ‘They are 
Frederick L. Hawkins of Meredith and John F. 
Robinson of Manchester. Dr. Robinson cannot 
attend our meeting. He has been a helpless in- 
valid for two years; his wife writes that Dr. 
Robinson has spoken many times of this being 
the year he would receive special recognition 
from the Society for his long years of serv- 
ice. I would suggest that the House of Dele- 
gates write him an appropriate letter. 

For the two appointive offices which lie with- 
in the province of your President, Dr. Abbott 
has made the following choices: For Anniver- 
sary Chairman, Richard W. Robinson of La- 
eonia and for a member of the New England 
Medical Council, Robert H. Brooks of Clare- 
mont. 

Recommendations which the House of Dele- 
gates made a year ago have, I believe, been car- 
ried out in their entirety. An edition of the 
booklet containing the revised Constitution and 
By-Laws has been printed and distributed. A 
notice has been sent to each member urging him 
to consider seriously becoming a candidate for 


the General Court. To the joy of your Presi- 
dent and Secretary, the Vice-President has un- 
dertaken some of the necessary and desirable 
visits to County Societies; he has also been 
enrolled as a member of the Committee on Pub- 
lic Relations. 


To a certain extent the Council has ceased 
to hibernate. The members have elected a Chair- 
man; this year they are having the annual get- 
together which the By-Laws prescribe. Two or 
three times during the year a local Councilor 
has served judicially and expeditiously in 
straightening out some question of ethies or de- 
portment pertaining to his particular county. 

The Committee on Liability Insurance, which 
was disbanded a year ago, has been replaced by 
a new subcommittee of three selected from the 
membership of the Advisory Committee on 
Jurisprudence. Henry C. Sanders, Jr. of Clare- 
mont is Chairman of this new subcommittee on 
Liability Insurance and the other two members 
are David W. Parker of Manchester and Arthur 
T. Downing of Littleton. 


The Committee on Medical Education and 
Hospitals has carried out the two tasks which 
were entrusted to it: the formation of a Speak- 
ers’ Bureau and the establishment of Postgrad- 
uate Education. 


For the Speakers’ Bureau a most impressive 
group of New Hampshire doctors have signi- 
fied their willingness to address any county so- 
ciety at any time. Their topies cover a wide 
range. It is to be hoped that harassed county 
Secretaries who have difficulty in arranging 
their programs will patronize our new bureau 
liberally. 

For members of this Society who desire post- 
graduate study, the Committee on Medical Edu- 
eation and Hospitals has arranged, through the 
Commonwealth Fund, for fellowships in medi- 
cine, pediatrics, obstetrics and office surgery at 
the Harvard Medical School. I need not dilate 
upon the generous offer from the Commonwealth 
Fund; you have all received a circular letter 
from the Committee describing the fellowships 
in detail. 

Your Committee on Publication has attempt- 
ed again during the past year, as you recom- 
mended, to brighten its particular corner in 
The New England Journal of Medicine. To this 
end, the Committee subscribed to one newspaper 
in each of the ten Counties in the State and 
clipped from these papers interesting items 
concerning doctors, hospitals and nurses. These 
items formed a column of miscellany which was 
published from time to time, as an appendage to 
the more serious medical and surgical papers 
inherited from the most recent annual meeting. 

And speaking of the Journal, may I quote a 


paragraph from a letter which I recently re- 
ceived from its Editor: 


Vol 
1‘ 


VOL. 214 
NO. 26 


NEW HAMPSHIRE 


MEDICAL SOCIETY 


1283 


“Several years ago the Massachysetts Medical Soci- 
ety arranged to publish the proceedings of your state 
society in monthly serial issues of The New England 
Journal of Medicine for which your society pays 
the Journal one dollar per year per member. It was 
agreed at that time to furnish all of the remaining 
forty issues for three additional dollars to be paid 
by those members who would like the complete vol- 
umes. Several of your fellow members have taken 
advantage of this arrangement but it has come to 
our attention that many do not know that, by paying 
three dollars, this six-dollar Journal will be supplied 
for the full year.” 


How many members of our Society read any 
medical journal? 

How many read The New England Journal of 
Medicine? 

How many would be interested in this liberal 
offer? And, if there are any who would be in- 
terested, how may the offer best be called to 
their attention? 

And now for a few scattered facts about 
other committee work. The Advisory Commit- 
tee on Jurisprudence met in Concord two or 
three times during 1935. On one occasion your 
President, your Secretary, accompanied by your 
legal adviser, went to Lancaster to straighten 
out a tangle in the north country. In one ¢ase 
which the Committee considered—that against 
one of the hospitals in Nashua—a large ver- 
dict was awarded to the plaintiff. Otherwise, 
from a medicolegal point of view, we had little 
serious difficulty during the year. 

The Committee on Scientific Work has made 
bold to eliminate tentatively from the program 
of the annual meeting for 1936 the address of 
welcome by the Mayor and the report by the 
Chairman of the Committee on Arrangements. 
The Committee on Scientifie Work felt that the 
periods allotted to these two time-honored 
speeches might better be spent in medical dis- 
cussion; if the Committee is wrong in this sup- 
position or if anyone’s feelings are hurt it will 
be entirely feasible to revert another year to 
the ‘‘horse and buggy’’ formula. 


This Committee would emphasize once more 
that it is badly in need of good papers which 
are read at county meetings by our own mem- 
bers or by visitors from other states. Some 
of the papers that you will hear tomorrow and 
on the following day have already been read at 
county meetings. Please keep this thought in 
the back of your heads and let the Secretary 
know when a good county paper comes along 
that is suitable for the wider audience of our 
annual gathering. Dr. Harris E. Powers of 
Manchester has agreed to serve as a liaison offi- 
cer between the General Chairman of the local 
Committee on Arrangements and the Commit: 
tee on Scientific Work in planning the annual 
meeting. The General Chairman changes every 
year and Dr. Powers, because his service is 
continuous, will be of great value in checking 
the innumerable details of our sessions. 


Since our last meeting the Committee on 
Public Relations has had a vacation, due to the 
fact that our General Court has not met. A 
relative holiday also has been the lot of the Ad- 
visory Committee on Medical Relief. The rules 
and regulations which were formulated a year 
ago by this committee apparently met with fair 
suecess for several months but more recently, 
because of lack of State funds, these rules and 
regulations have been less effective. The sit- 
uation is explained in a recent letter from the 
Acting Director of Relief which I quote: 


“Since November 1 the state has not been reim- 
bursing the counties, cities and towns for fifty per 
cent of their relief expenditures, and the local sub- 
divisions have been carrying the entire load. 

“We are unable to answer your question as to 
whether the doctors throughout the state are getting 
paid for operations and medical calls by their re- 
spective county commissioners. We do know, how- 
ever, that under the law payment of surgical and 
medical bills is a matter which will have to be de- 
cided by the respective boards of county commis- 
sioners. 

“Under the present law the administration of re- 
lief rests wholly with the county, city and town 
relief officials and all decisions as to its administra- 
tion must be made by them.” 


The efforts of the Committee on Maternity 
and Infancy are epitomized in two or three cir- 
cular letters which have been sent to all mem- 
bers of the Society. This Committee is dis- 
turbed because some of the maternal deaths 
seemed to them to be unnecessary. They will 
probably ask you, in their report, to advise them 
as to what action can or should be taken to 
remedy this dilemma. If they do not make this 
request, I make it herewith because the matter 
seems to me to be important. 


Incidentally I have wondered why the Com- 
mittee on Maternity and Infancy and the Ad- 
visory Committee on Medical Relief together 
with two other committees, should be listed as 
Special Committees. I am at a loss, also, to 
understand why the New England Medical 
Council and the newly appointed Committee on 
Medical Economies are Rotating Committees. 
Why should not these two Committees be formed 
on the same permanent bases as are their breth- 
ren? 


To each County Society your Secretary has 
recently sent a letter which reads in part as 
follows: 


“T have recently conferred with representatives 
of the leading Accident Insurance Companies in New 
Hampshire regarding medical fees in compensation 
cases. 

“These representatives tell me that the compensa- 
tion law does not include any official fee table and 
that the charges made by doctors in different parts 
of the State vary a great deal. The Accident Com- 
panies would like to have a ‘gentlemen’s agreement’ 
with the members of the New Hampshire Medical 
Society, whereby, save in exceptional cases, which 


require prolonged or unusual treatment, the fees 
would be standardized. 
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“There is, I understand, nothing binding in such 
an agreement. The agreement provides merely a 
working basis for the doctors and for the Insurance 
Companies. 

“Please note particularly that this schedule applies 
only to WORKMEN'S COMPENSATION cases. It has 
nothing to do with automobile injuries and similar 
accidents to private individuals.” 


One fee table provides a lump sum for major 
surgery; the other provides a fee for initial 
treatment with regular charges for aftercare. 
Do you wish to take any definite action in this 
matter ? 

Your Secretary has conducted two investi- 
gations by postal card during the past year. 
The first postal card read: ‘‘Do you wish the 
New Hampshire Legislature to appropriate 
funds to carry out the medical provisions of the 
Social Security Act which are outlined in the 
enclosed circular ?’’ 

The first postal card questions what action, 
if any, this Society should take concerning the 
medical features of the Social Security Act. The 
Federal Government will provide a_ certain 
amount of money if New Hampshire will pro- 
vide a similar amount. Heretofore, New Hamp- 
shire has covered most of the suggested medi- 
eal care on its own initiative without financial 
assistance from the Federal Government and 
the question arises whether it is desirable and 
necessary for the State at this time to under- 
take a much more elaborate service, under Fed- 
eral supervision which would, of course, involve 
a considerable appropriation at the next Session 
of the General Court. 

About one third of the members of the Med- 
ical Society returned the postal cards and this 
group voted four to one against the proposition. 
The medical features of this act are apparently 
constitutional. The matter has been turned over 
to the Committee on Medical Economies and 
they have been asked to report oer conelu- 
sions to you at this meeting. 


The second postal card read: ‘Have you 
any suggestions for improving the scope of the 
details of the annual meeting which is to be held 
next May?’’ From the second postal card con- 
cerning the conduct of the annual meetings the 
following thoughts were born: 


1. Start the sessions promptly. 

2. Have a marshal with a small megaphone to an- 
nounce the beginning of the meetings and 
start the crowd in from the lobby. 

3. Have the microphone in order. 

4. Take better care of visiting delegates. 

5. Use the films shown by the College of Surgeons. 

6. Give the final speaker a larger audience. 

7. Emphasize the need of Liability Insurance. 

8. Have more New Hampshire papers. 

9. Have symposia on chronic arthritis, diabetes and 
endocrinology. 

10. Demonstrations of electrocardiography, obstetric 
operations (manikin), laboratory procedures. 

11. Have movies. 

12. Show photomicrographs on the screen. 


13. Have the Society purchase a lantern and a 
screen. 

14. Have a clinic at a local hospital. 

15. Have a skin clinic. 

16. Have no music at the banquet, in order that there 
may be an opportunity for fellowship and 
conversation. 

17. Have speakers at the banquet limited in number 
and also in time. 


The Committee on Scientific Work will be 
glad to have your advice on these questions. 
Which of them are wheat and which are chaff? 

Your Secretary has his own suggestions for 
improving the annual meeting, namely, the 
adoption of the plan which, for the past three 
or four years, has been so effective in our neigh- 
boring state of Maine. 

Among the minor details that prevail in 
Maine I would call your attention to the fol- 
lowing : 


1. The second meeting of the House of Dele- 
gates is held at five o’clock on the afternoon of 
the first day. 

2. The introduction of visiting delegates and 
the presentation of fifty-vear medals occur at 
the banquet. Incidentally visiting delegates at- 
tend the banquet without cost to themselves. 

3. The presentation of the President-Elect is 
similarly deferred until the banquet. 


More important than these details, however, 
is the arrangement of the Scientific Sessions. 
Each morning is utilized for a series of round- 
table conferences on a multiplicity of subjects 
conducted by the members of the Maine Medical 
Association. General sessions in the afternoon 
are devoted to papers by out-of-state guests. 

In Maine, the morning conferences have be- 
come very elaborate. If our Society could pro- 
cure suitable accommodations it seems to me 
that we might have a smaller number of confer- 
ences of this type which would yet be adequate 
to serve each member of the Society in attend- 
ance. It might be wise to repeat, at eleven 
o’clock in the morning, for a new group of 
members, the same conferences that had previ- 
ously been given at nine-thirty o’clock. Each 
member would be expected to sign in advance 
for the particular conferences which he wished 
to attend and a definite limit would be set in 
each case on the number of men that could be 
accommodated. 

CARLETON R. METCALF, 
Secretary-Treasurer. 


SPEAKER WoopMAN: We will now hear from 
the Committee on Officers’ Reports, relative to 
the report of the Secretary-Treasurer. 


Dr. D. G. SmirH: On the report of the Secre- 
tary-Treasurer, we note particularly the strong 
financial position of the Society. We wish to 
commend him for the manner in which he has 


brought before the doctors of the Society, either 
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directly through circular letters, or through the 
county societies, many of the problems that are 
confronting us. 

We recommend that the Secretary write an 
appropriate letter to John F. Robinson of Man- 
chester, who has been in the practice of medicine 
for fifty years, but who, because of illness, is 
unable to attend this annual meeting. 

I move the adoption of that portion of the re- 
port. 


This motion was duly seconded and carried. 


Dr. D. G. Smitn: We believe that many of 
the members of the Society are unaware of the 
liberal offer that the Massachusetts Medical So- 
ciety has made, and that the Secretary, in his 
next communication to the members, should re- 
mind them that they can purchase, for $3.00 a 
year, the remaining numbers of The New Eng- 
land Journal of Medicine. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and carried. 


Dr. D. G. Smiru: We believe that the estab- 
lishment of even an unofficial fee schedule for 
workmen’s compensation cases is inadvisable. 
We believe that the state fee schedule and the 
various county fee schedules should prevail. 
If, at some future time, it would seem that such 
a fee schedule for workmen’s compensation cases 
would be advisable, we recommend that this 
matter be investigated by the Committee on 
Medical Economics, which committee would re- 
port to the House of Delegates. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded. 


SEcRETARY MeEtTcaLF: This schedule is the 
one in effect in Vermont, passed two or three 
years ago by the Vermont Legislature. ~ 


SPEAKER WoopMAN: Dr. Abbott, what is your 
reaction to this subject? 


Dr. Apporr: I thought it wasn’t a bad prop- 
osition. 


Dr. D. G. Smiru: I should like to read part 
of a letter received from Dr. Leland cof the 
American Medieal Association. 


He says, ‘‘You will note that there is 
a wide variation among the different States 
in these schedules. 

‘*In most of the States, these fee sched- 
ules have been prepared in co-operation 
with the medical societies and often with 
the participation of the Compensation Com- 
missions and some of the employers, espe- 
cially such of the latter as are self-insurers. 
Developments in a number of states within 


recent years would seem to indicate that 
insurance companies are beginning to real- 
ize the value of good medical service and 
the necessity for control of such service by 
the medical societies.’’ 


Dr. Grorce C. WiLkKiIns: I believe that it 
would be very much wiser to take some co- 
operative action with the insurance companies 
on this matter. This applies only to workmen’s 
compensation, and it seems to me this compen- 
sation to the medical profession as a whole is 
not a very large proportion of their compen- 
sation. I think that some sort of a conference 
ought to be arranged. 


Dr. R. W. Rosrnson: I cannot see, in glane- 
ing over the fee schedule as presented, that it 
differs very much from our own state fee sched- 
ule at the present time. 


Dr. FRANK KITTREDGE: This subject was 
brought up before the Hillsborough County 
Medical Society at a recent meeting, and they 
voted unanimously to turn it down. I do not 
believe that it is anything that should be set- 
tled tonight. A Committee should be appointed 
to study the subject and to take the matter up 
with the insurance companies. I do not be- 
lieve it is anything that we should act upon 
hastily. 


Dr. CUTLER: I was present at the meeting 
about which Dr. Kittredge has spoken. The 
sentiment was very strongly against it, but, like 
him, I feel that it should be given very careful 
consideration, and I think that some members 
of our profession should meet with the insur- 
ance people and come to an adjustment of this 
matter. 


Dr. Hazzarp: If we have a State fee table, 
I would suggest that that table be sent to every 
member of the Scciety, and then also sent to 
the insurance companies, as a basis for fees in 
compensation cases. 


Dr. D. G. Smirn: As to the fee schedule of 
the New Hampshire Medical Society, the only 
one I was able to find was one adopted in 1924, 
which is for general practice only, and which 
takes up only the fundamentals of practice. 


PRESIDENT ABBOTT: Wouldn’t it be well to 
have a fee schedule prepared for the State? I 
know there is a great deal of difference in the 
fees charged in the different sections of the 
State. 


Dr. D. G. 
motion. 

I move that the matter of an unofficial sched- 
ule for workmen’s compensation eases be in- 
vestigated by the Committee on Medical Eeo- 
nomics, which Committee shall report to the 


I withdraw my original 
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House of Delegates of the New Hampshire Med- 
ical Society. 


This motion was seconded and earried. 


Dr. D. G. SmitH: We have consulted with 
the Committee on Amendments to the Consti- 
tution and By-Laws, and we agree that the Ad- 
visory Committee on Medical Relief, on Child 
Health and on Maternity and Infancy should 
be special committees. There is no special com- 
mittee on medical liability, as this is a subeom- 
mittee of the Advisory Committee on Juris- 
prudence. In order to secure a certain contin- 
uity in membership, the terms of the office of 
the delegates to the New England Medical Coun- 
cil, and of the members of the Committees on 
Medical Economies and on Medical Education 
and Hospitals were purposely arranged to ex- 
pire in different years. 


We approve of Dr. Metcalf’s ideas, relative 
‘to the changes in our annual meeting. We 
recommend that the introduction of the visit- 
‘ing delegates, the presentation of the fifty-year 
‘medals and the presentation of the newly elected 
President be made at the banquet. 

I move the adoption of that part of the re- 
port. 


The motion was carried. 


Dr. D. G. SmitrH: We also recommend that 
‘one morning session be devoted to the proposed 
round-table discussions. If, after one or two 
years’ trial, the members approve of the round- 
table discussions, it may be well to have that 
type of meeting at both morning sessions. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and earried. 


Dr. D. G. SmrrH: We do not believe that a 
‘meeting of the House of Delegates at five o’clock 
on Tuesday, or during the evening of Tuesday, 
would be better attended than the present meet- 
ing held on Tuesday morning. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: Dr. Lord, may I eall 
upon you at this time to give your report of 
the Committee on Medical Economics. 


Report of Committee on Medical Economics 


In the creation of this new committee a year ago 
there was no exact definition of its functions. The 
committee seemed to be ar offshoot of the Committee 
on Public Relations, intended to carry a part of the 
load of that often overburdened group. Following 
the implication in the name, and certain statements 
made before the House of Delegates as to its duties, 
we have attempted to select certain matters which 
we believe to fall within the intended scope of our 
work. It may be advisable in the future that this 


committee shall keep in close touch with that on 
Public Relations in order to avoid overlapping of 
functions and to prevent the omission of other mat- 
ters which might fall in between the work of the 
two committees. 


Like the American Medical Association itself in 
reference to medical economics during the past year, 
this committee has not tended toward positive action 
cr recommendation. It has seemed that in the pre- 
ceding period enough action was taken so that this 
past year was a good time to observe how matters 
were working out without initiating further activity. 
Matters as vitally important as the fundamental 
principles underlying social changes as great as now 
being undertaken, cannot be adopted too rapidly. It 
is also necessary to have the majority of our mem- 
bers informed and in sympathy with any possible 
steps that may be deemed advisable. In a small and 
rural state like our own, conservative in temper and 
deliberate in its action, any changes are necessarily 
gradual. 


The question of group hospitalization was re- 
ferred to the Hospital Superintendents’ Club a year 


ago for its consideration. In advance of a formal ° 


statement from that body we have learned that this 
club has instituted a special committee, composed of 
some of its own members, doctors, religious leaders 
and others, has met a half dozen times and is consider- 
ing the big question of the advisability of such group 
insurance in New Hampshire, and the possible means 
by which it might be introduced. Special considera- 
tions, such as our small size, lack of large in- 
dustrial groups, and so forth, have caused this com- 
mittee to look very carefully into this question and 
it is not yet prepared to render a final decision. It 
looks with interest, and probably with favor, upon 
some step in this direction, but will require further 
time before reaching a conclusion. 

The other special matter considered by our com- 
mittee has to do with the Social Security Act. Some 
of our county units have already discussed this 
question and have apparently reached no unanimous 
conclusion. Many of the states are not yet in po- 
sition to make use of the federal funds allotted in 
this act, although our state has already enacted the 
necessary legislation. Your committee feels that 
regardless of the advisability of going ahead with 
this scheme, it would be practically impossible at 
present under our financial situation in New Hamp- 
shire, to secure the funds needed to match the federal 
allotment, and that it would have been a waste of 
time to ask the legisiature this Spring to make any 
appropriation for this purpose. This practical situa- 
tion leaves us free to carry on further investigation of 
this whole question up to the time of the “next 
meeting of the legislature in January, 1937, or even 
for a longer period if this seems best. 

Your committee is inclined to feel that the recom- 
mendations of certain committees of the Michigan 
State Medical Society in relation to the Social Se- 
curity Act are well conceived and should be seriously 
considered if this Society is looking forward to the 
possibility of following the purposes of the Act. 

We feel that our task is a difficult one and the 
questions we are asked to consider are of such para- 
mount importance to our Society that we welcome 
all suggestions, criticisms and help which any of our 
members would be willing to give us. 


Dr. D. G. Smitn: The Committee on Officers’ 
Reports recommends that this Committee on 
Medical Economics and the Committee on Pub- 
lic Relations keep in close touch with each other 
and divide the various problems to be studied, 
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so that there will be no overlapping or omis- 
sions in their work. 


I move the adoption of that portion of the 
report. 


This motion was duly seconded and carried. 


Dr. D. G. SmirH: We urge the continued 
co-operation with the Hospital Superintendents’ 
Club, in the study of group hospitalization. 

I recommend the adoption of that portion of 
the report. 


This motion was duly seconded, and carried. 


Dr. D. G. SmirH: The investigation of New 
Hampshire’s position relative to the Social 
Security Act should be continued by this Com- 
mittee. 

Mr. Speaker, I move the adoption of that por- 
tion of the report. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: Dr. Stewart, may we 
have your report of the Committee on Child 
Health at this time. 


Report of the Committee on Child Health 


The Committee on Child Health has studied in 
some detail the provisions of the Social Security 
Act bearing on child health (Title V, parts 1 and 2). 
It is not our function to make general recommenda- 
tions concerning this act, which involves the whole 
question of an increased participation by the State 
in the practice of medicine. However, if the State 
is to broaden its child health work, our Society is 
vitally interested in how this is to be done. 

Let us examine the situation which this act was 
designed to correct. There is a growing trend toward 
provision by lay organizations of preventive med- 
ical services when they are not supplied by the 
State, or not otherwise obtainable. The lay interest 
in crippled children, with the establishment of a 
special society for their care, is one example. 
Children’s clinics have been established, the directors 
of which have not discriminated too carefully be- 
tween those who could and those who could not 
afford private care. The right of every child to full 
health protection during his growing years has been 
set forth in the “Children’s Charter” of the White 
House Conference. I think we all agree to this. The 
desirability of the end sought is apparent; but the 
means of attaining the end are open to question. 

We agree with the Massachusetts State Committee 
of the American Academy of Pediatrics that super- 
vision of normal children should be carried out in 
the offices of private practitioners in so far as is 
possible; but that organized group “conferences” 
may be desirable in communities and for the use of 
individuals who are unable for economic or other 
reasons to secure adequate service otherwise. The 
number for whom preventive care can be sécured 
only in this way can be reduced by a more active 
interest on the part of the doctors in providing it 
in their offices at moderate cost. We must rec- 
ognize that a certain economic class of parents may 
reasonably feel unable to pay for the less urgent 
preventive care when the same people can pay mod- 
erate sickness costs. Provision by the State of free 
diphtheria toxoid, and so forth, would help some- 


what. Further, in view of the ease with which this 
type of practice can be grouped, and fitted in at the 
doctor’s convenience, it might be possible to offer 
health service at less than sickness rates. Your 
Committee feels that in so far as individual effort 
does not take care of the situation, and community 
conferences prove necessary to reach a group of chii- 
dren, these should be administered at public expense 
under the State Department of Health, with the full 
approval and co-operation of our Society. 

Thus, a federal grant enabling our State Depart- 

ment of Health to broaden its activities can result 
in a great deal of good. We believe the federal funds 
should not be sacrificed because of a failure to de- 
velop a satisfactory program in New Hampshire. 
Our Committee, jointly with the Committee on Ma- 
ternity and Infancy, has had one meeting with 
Doctor Duncan, at which Dr. Franklin Rogers, the 
New Hampshire chairman of the American Academy 
of Pediatrics, and Dr. Ezra Jones, because of his 
interest in the services for crippled children, were 
also present. Doctor Duncan outlined what had been 
done, and we offered to help in any way possible, 
having in mind that in some states there has been 
considerable co-operation among the several inter- 
ested special societies and the departments of health 
in organizing this work. 
_ Your Committee recommends that the Society 
further in all possible ways the extension of pre- 
ventive care for the children of New Hampshire. 
By this we understand not only periodic health 
examinations, with the correction of defects when 
they are found, but also immunization against con- 
tagious diseases in so far as that is possible. This 
work is inextricably bound up with similar care 
during the prenatal and early postnatal weeks, 
which does not come under this Committee. 

We recommend that the Society urge the adoption 
by the State Department of Health of a plan which 
will enable New Hampshire to benefit from the 
funds available, or which may become available, 
under the Social Security Act for improvement in 
child health. This plan should provide for the ad- 
dition to the department of a full-time physician. 
As much as possible of the child and maternal health 
work of the State should be under his direction. 

A difficulty arises in that the health work for 
the school children is under the Department of 
Education, and no funds are to be available except 
through departments of health; but we are hopeful 
that this difficulty can be avoided by some adminis- 
trative adjustment. Such a physician should have 
had special training in pediatrics. A knowledge of 
public health administration is also certainly desir- 
able, but may be obtained by a short course which 
we understand could be financed through a provision 
of the act after his appointment. 

We recommend that the Society snall encourage 
the extension of preventive pediatric supervision of 
normal children by their private physicians. This 
can-be aided by the preparation and distribution of 
literature covering very practically the subjects dealt 
with in health service; by bringing these subjects 
more frequently before the local medical authori- 
ties; and possibly by encouraging visits of physicians 
to health conferences if any are held in their neigh- 
borhoods. We also raise the question whether it 
might not be desirable for the State to provide free 
diphtheria toxoid and smallpox vaccine. 

We also urge the Society to recommend to the 
State Department of Health the adoption of an 
up-to-date communicable disease code, such as the 
United States Public Health Code, to reduce some- 
what the confusion resulting from conflicting in- 


structions to school physicians and local health 
officers. 
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We recommend the appointment for next year of 
a committee on child health, which should be re- 
quested to prepare and distribute literature and ob- 
tain speakers on this subject for local medical 
meetings. 


SPEAKER WoopMAN: The report on Child 
Health will be referred to the Committee on 
Officers’ Reports. Dr. Burroughs has some in- 
formation on this matter. 


Dr. Burrovens: <A Medical Director of Ma- 
ternal and Child Health in the State Depart- 
ment of Health is practically accomplished as 
a fact. 

The Federal authorities have allocated the 
funds; the State Department has made an offi- 
cial plan; the man has been selected and pre- 
sumably will accept, if he is offered the posi- 
tion. He is a member of this Society, in good 
standing. 

This man’s position, among other things, will 
be to clear matters of child health and mater- 
nal policies of the State Department of Health, 
with the medical profession. Of course, he will 
be a state officer. He is not going to be a fed- 
eral officer, and he will not be brought in here 
from the outside. He will be appointed by 
the Governor and the Council, and be a sub- 
ordinate of the State Board of Health, work- 
ing as a member of the State Board of Health. 

The federal people, in laying out the funds 
for this, had to ask some special things because 
the Social Security Act itself requires specif- 
ically that there should be co-operation be- 
tween the State agency and medical, nursing and 
welfare groups and organizations throughout 
the State. 

In order to comply with that portion of the 
Social Security Act, there is to be set up a com- 
mittee to be called the State Advisory Com- 
mittee on Maternal and Child Health. That 
Committee is to have medical members to rep- 
resent the New Hampshire Medical Society. It 
is also to have members to represent these other 
organizations of which we spoke. Its function 
will be to advise with the State Board of Health 
and particularly with this new Director of Ma- 
ternal and Child Health, on the establishment 
of pvolicies in the Division of Maternal and Child 
Health. 

In addition to that, they are asked to set up 
a technical advisory committee on maternal and 
child health, and it is requested that the State 
Medical Society appoint the members of the 
technical advisory committee on maternal and 
child health. 

The function of this committee is to assist the 
director in his professional relations. For in- 
stance, it is intended that if any difference of 
opinion should arise between the director of 
maternal and child health with the State Board 
of Health and any physician or group of phy- 


sicians or any society of physicians in the state, 
this technical committee shall come into the 
picture, investigate and immediately make rec- 
ommendations. It is fully expected that the 
director of the maternal and child health pro- 
gram of the State Board of Health shall follow 
these recommendations of the technical advis- 
ory committee. 

Apparently, there is to be a new officer in 
the State Board of Health, who is to have the 
title of Director of Local Health Administra- 
tion. He is to be a full-time man, a physician. 
The funds for this service are also allocated 
by the Federal people, and arrangements are 
practically completed. The intention, I believe, 
is to strengthen the local health administration, 
and to arrange for full-time medical health offi- 
cers over larger health departments than we 
have at present. That is, instead of having 
town health officers, the idea is that we shall 
have either county or district health officers, 
and the federal people suggest that they be 
County Health Officers. 


SPEAKER WoopMAN: Dr. Wilkins, have you 
anything to say on this matter? 


Dr. Wu.Kkrns: It does seem to me that the 
committee appointed by this Society should be 
the same committee that is functioning now in 
regard to Child Welfare and Maternity and In- 
fancy. In that way, they can co-operate with 
the Board of Health in the new functions. 


SPEAKER WoopMAN: We have a subcommit- 
tee of dentists, and I would like to hear from 
Dr. Littlefield. 


Dr. LirtLerretp: It is gratifying to us to 
know that there will be co-operation of the Board 
of Health and the State Dental Society. Here- 
tofore, the dentistry done in New Hampshire 
has been carried on by the Department of Edu- 
cation and the Department of Health. There 
has been no policy developed that would give 
an adequate dental program. 

I would suggest that two members would not 
be enough on such committees. We have a 
Public Health ‘Committee consisting of three 
members. Dr. Cross from Nashua, who was a 
pioneer in the establishment of the dental pro- 
gram in Massachusetts, is Chairman of our Com- 
mittee. 

The New Hampshire Dental Society will co- 
operate with everything that the Medical So- 
ciety cares to have it do along the lines of 
the medical profession. 


SPEAKER WoopMAN: Before taking any ac- 
tion on this matter, we should give our Com- 
mittee on Officers’ Reports time to examine the 
report. 

Is there any other Committee ready to report 
here at this time? Dr. Blood, will you kindly 
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give your report of the Committee on Maternity 
and Infancy? 


Report of Committee on Maternity and Infancy 


During the past fiscal year the Committee held 
five meetings. The full membership was present at 
the majority of the meetings. 

At the beginning of the year a review was made 
of the previous year’s work and a vote taken that 
this be continued. The work of the committee has 
been done in co-operation with the Maternity Divi- 
sion of the State Board of Health. 


Bulletins 
During the year bulletins were sent to physicians 
explanatory of public health laws relating to eye 
prophylactics; treatment of impetigo of the new- 
born; conclusions from the 1934 report relating to 
obstetrical care in hospitals; the reporting of still- 
births: and the activities and purposes of the com- 
mittee’s work. - 
The committee recommends that: 
This committee (under the present name) be 
continued. 
The present work and studies of the committee 
be continued. 


A copy of the committee report shall be pre. 


sented to the whole assembly and also that the 
report be mimeographed and a copy sent to each 
member of the society. 

The committee approved: 

The rules and regulations of the State Board 
of Health relating to licensing maternity hospitals 
and homes. 

The new form of minimum standards of prenatal 
care issued by the Maternity Division of the State 
Board of Health. 

The survey of crippled children which was made 
in preparation for crippled children’s services 
under the Social Security Act. 

The state plan for the extension of maternal 
and child health services under the Social Security 
Act. 

Moved that: 

The child health work of the committee be con- 

fined to the neonatal age. 


Licensed Maternity Hospitals and Homes 


The committee advised and promoted an Act of 
the New Hampshire Legislature of 1935 transferring 
the licensing of Maternity Hospitals and Homes from 
the State Department of Public Welfare to the State 
Board of Health. 

A questionnaire recently sent to licensed maternity 
hospitals shows an improvement in methods and 
technique which were suggested co-operatively by the 
State Board of Health and this committee in last 
year’s report. 

The 1936 report shows that: 

There are thirty-two licensed maternity hospitals 
in New Hampshire. 

Every licensed hospital now has a special de- 
livery room. 

Masks are worn in thirty-one of these hospitals. 

(In one hospital masks are worn by some phy- 

sicians only.) 

Gloves are now worn during delivery in all New 

Hampshire Hospitals. (Last year gloves were not 

worn in five hospitals.) 


In twenty-six hospitals someone remains with the 


patient for one hour after delivery. (Three hos- 
pitals do if indicated only.) In the other hospitals 
this practice is not followed. 


In eleven hospitals new patients are segregated. 
(In two hospitals only if cases are suspicious; in 
one hospital when indicated.) Average length of 
segregation—until after delivery. 

There are two hospitals in which nose and throat 
cultures are taken of all maternity cases. (In one 
hospital just from throat; one hospital only when 
physician advises; one hospital only if indicated.) 

In six hospitals nose and throat cultures are 
taken of nurses before being sent to the maternity 
ward. (In two hospitals if indicated only; one 
hospital at times.) 


Stillbirth Study 


The committee co-operated with the State Board of 
Health in preparing a new questionnaire for the 
study of stillbirths. There were 271 reported and 
271 questionnaires were sent to physicians reporting 
these stillbirths. One hundred and fifteen of these 
questionnaires were returned completed, no returns 
were made on the other 156. 


Maternity 


The committee recommends a continuation of the 
committee’s study of maternal deaths and also a 
study of each death, through a personal interview 
with the physician reporting the death. All of these 
cases are reported to the committee by number and 
after study and discussion deductions are made which 
in the judgment of the committee seem correct. The 
study included the number of deaths reported by 
individual physicians. This past year these ranged 
from zero by many physicians, to one by many, and 
not more than two by any one physician. 

The committee urges that the cause of death be 
given correctly as this changes the picture of ma- 
ternal mortality due to pregnancy and childbirth. 
Maternal deaths in 1935 due to pregnancy and 

childbirth 45 

Note: Three of these deaths were mothers who had 
come from border states to New Hampshire hospitals. 
Causes of these deaths as given on certificate: 

Septicemia 
Toxemia 
Embolism 
Hemorrhage 
Ectopic Gestation 
Cesarean 
Other Causes 

Note: Highest single cause of death was Septi- 
cemia. 

Deaths studied by Committee: 
Toxemias 
Puerperal Sepsis 
Hemorrhage 
Embolism 
Peritonitis 
Pneumonia 
Heart 
Respiratory Causes 
Postpartum Shock 
Surgical Shock 

In seven cases the diagnosis was confirmed by 
autopsies. 


The committee decided that in their judgment the 


diagnoses of five cases were incorrect. They were 
as follows: 


40 


Diagnoses as Given 
Postpartum Shock 
Hyperemesis Gravidarum 
Intestinal Influenza 
Cerebral Hemorrhage 
Pulmonary Embolism 


In Judgment of Committee 
Ruptured Uterus 
Puerperal Septicemia 
Septicemia 

Eclampsia 

Massive Ectopic Gestation 
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Month of Pregnancy at Which These Cases Were 
First Seen by Physician: 


At 1 month— 2 cases At 6 months— 2 cases 


2 months-10 1 

” 3 ” ye q ” ” 8 ” abe 4 ” 
” 4 ” ree 1 ” ” Term pies 8 ” 
” 5 ” 2 ” 


8 deaths—self-induced abortion, seen by physician 
day of death. 


Stage of Pregnancy at which these deaths occurred: 


At 2 months—1 . At 6% months— 2 
” 21% ” os ” | 
3 ” 4 ” 8 ” 2 
” Term —27 
” 6 1 


These figures are approximately correct. 


The responsibility for these deaths in the judgment 
of the Committee was placed as follows: 


Mother or Family . 8 
Probably Physician 10 
Obscure 11 
Unavoidable Deaths 11 


In two of the studied cases the deaths, in the 
judgment of the reporting physician, were not due 
to childbirth. 


Three of the deaths were due to self-induced |. 


abortions. 
Four of the deaths were cesarean deliveries. 


The Conclusions of the Committee were as Follows: 

It is advisable that cultures be taken periodically 
from the nose and throat of the personnel of the. 
maternity wards, kitchen help, and all new maternity 
cases on admission to hospitals. 

Note: Recently three streptococcus carriers in one 
hospital were found this way. 

That prenatal care is an important part of ob- 
stetrics—as is shown by the number of deaths due 
to toxemias. 

That the physician should seriously consider the 
signals during pregnancy which indicate danger and 
abnormalities. 


That there should be proper co-operation of the 


physicians and nursing personnel of public health.| 


agencies in the care of women during pregnancy 
and childbirth. 

The committee believes that in the changing social 
order the future of our profession deperds largely 
on the study, and correction of imperfections in our 
practices with the good results which are sure to 
follow. 

The committee wishes to call your attention to the 
1935 mortality rates of licensed New Hampshire 
hospitals, a copy of which has been sent to your hos- 
pitals and is there available for your information. 
It is interesting to note from this study that the 
maternity rates range from zero in the hospital 
having the second highest birth rate in the state to 
the hospital having a maternal rate of 22.2 per 
1000 births. The infant mortality ranged from 
zero to 100.4 per 1000 living births. The stillbirth 
rate ranged from zero to 88.2 per 1000 births. The 
committee believes more than ever before that the 
possibilities of saving life in this field are tre- 
mendous and that every hospital should be equipped 
with facilities, personnel and practices to insure 
safety for the mother and baby within its doors. 

It is the conclusion of the committee that the goal 
to be hoped for is that all men wishing to prac- 
tice obstetrics be especially qualified for this branch 
of medical practice. The committee believes that 
obstetrics has not kept pace with surgery; that the 


same general and individual ideals now applied to 
surgery, in so far that a surgeon will not take 
a classical major operation, uncomplicated, unless 
he is able to cope with the complicated surgical case, 
will in time apply to obstetrics. The public is care- 
ful to choose a man trained in surgical procedure 
for surgery, but for childbirth any doctor will do. 
Education should be directed to a correction of this. 
attitude on the part of the public. 


Dr. D. G. Smitn: The Committee on Offi- 
cers’ Reports wishes to compliment this Com- 
mittee on Maternity and Infancy for the exeel- 
lent work that it has been doing in an effort 
to reduce the maternal and infant death rates 
in New Hampshire. 

We do not approve of the recommendation 
that a copy of the report be sent to each mem- 
ber of the Society, but we do recommend that 
a summary of the report, together with the con- 
clusions, be so distributed. 

I move the adoption of that part of the re- 
port. 

This motion was duly seconded and earried. 


Dr. D. G. SmirH: We approve of the other 
recommendations of the Committee; namely, 
that it be continued under its present name, 
that its present work and studies be continued, 
and that the child health work of the commit- 
tee be confined to the neonatal age. 

We urge every member of the Society to co- 
operate with the Committee in the studies that 
they will make, and believe that a special ef- 
fort should be made to reduce the number of 
avoidable maternal deaths from the 1935 total 
of twenty-nine. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: Dr. Wilkins, are you 


ready to give us your report of the Committee 
on the Control of Cancer? 


Report of Committee on Control of Cancer 


Your committee has interpreted its functions as 
those which would aid the members of the society in 
acquiring knowledge regarding cancer control and 
treatment, and to co-operate with other national or 
state organizations or departments concerned with 
cancer control or cancer education. 

In carrying out the first of these functions we re- 
port the following activities: 

1. At the 1935 meeting of the society there was 
displayed, through the courtesy of the American 
Society for the Control of Cancer, an exhibit of 
cancer educational material and cancer literature. 

2. In the fall of 1935 there was published and dis- 
tributed to all physicians in New Hampshire a 
“Handbook of the Early Signs and Symptoms of 
Cancer” giving brief descriptions of the salient 
clinical and diagnostic features of cancer in various 
locations in the body. Under each heading general 
oe regarding approved treatment were 
given. 

The Editcrs of The New England Journal of Med 
icine have honored the “Handbook” by considering 
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it meritorious enough to publish in the issue of May 
14, 1936. 

3. One letter was sent to the members by the com- 
mittee last month with a reminder of the im- 
portance of early diagnosis, with special reference to 
laryngeal cancer. 

4. Several of the county societies have followed 
the request of the committee to devote at least part 
of one session to a discussion of some phase of the 
cancer problem. The committee would greatly ap- 
preciate definite information from county secre- 
taries regarding such activities. 

Your committee recognizes the necessity of a more 
active realization by many of the physicians in 
the state, of the importance of early recognition of 
cancer. This is demonstrated by unnecessary delays 
in taking biopsies and in failing to take advantage 
of diagnostic facilities which are available. The 
laity are accepting and even asking for cancer edu- 
cation, so it behooves the physician, not only to 
keep fairly well informed about cancer diagnosis 
and treatment, but to be able to do his part in 
disseminating reliable cancer facts to the public. 
Much good can be accomplished by reiterating the 
warning against fraudulent cancer “cures” and by 
advising patients that surgery, x-ray and radium are 
the only proved means of cure. 

In furthering the second function of your com- 
mittee we have co-operated with the American 
Society for the Control of Cancer in helping to 
formulate plans for a state-wide educational program 
to be accomplished with the aid of the various 
women’s organizations throughout the state. Your 
president, with four other members, together with 
five prominent, interested lay people, including the 
governor of the state, have accepted positions on 
an advisory committee which will assist in this 
work. 

Co-operation with the New Hampshire Cancer 
Commission has been constant, and throughout the 
year there has been an average of sixty-two mem- 
bers of this society taking part in the activities of 
the various diagnostic clinics in the state. It can- 
not fail to be of interest to the members of this 
society that it has been stated by several well- 
known leaders in the cancer field, that the system 
established in New Hampshire by the Cancer Com- 
mission is probably superior to that of any other 
state in the Union. A number of physicians co- 
operated with the commission by giving thirteen 
broadcasts on various phases of the cancer prob- 
lem during the past winter. That these broadcasts 
were productive of good was evidenced by many 
requests for copies of the talks and by the state- 
ments of patients to physicians that they appeared 
for examination on account of the talks. 


Dr. D. G. Smita: The Committee on Offi- 
cers’ Reports wishes to commend this ecommit- 
tee for the excellent work that it has been do- 
ing, and congratulate it on its publication, 
**Handbook on the Early Signs and Symptoms 
of Cancer.’’ We recommend the appropriation 
of Fifty Dollars ($50.00) for the use of this 
Committee during the coming year. 

I move the adoption of this report. 

This motion was duly seconded and earried. 


SPEAKER WoopMAn: Dr. Henry O. Smith, 
have you a report of the Committee on Amend- 
ments to the Constitution and By-Laws? 


Dr. Henry O. SmirH: A year ago there were 


submitted to the House of Delegates five amend- 
ments to the constitution, which, according to 
the constitution, had to lie over for one year. 
These are not controversial in their nature; they 
are simply a matter of phraseology. 

We were so confident that these amendments 
would be passed this year that the Secretary 
was authorized and instructed to incorporate 
them in the Constitution and By-Laws as 
printed. 

Therefore, it is needless for me to say that 
this Committee recommends the acceptance of 
these five amendments, and I offer that as a mo- 
tion. 


This motion was duly seconded and carried. 


SPEAKER WoopMaNn: Are there any further 
reports at this time? Dr. Smith, are you ready 
to report as Delegate to the American Medical 
Association ? 


Report of the Delegate to the American Medical 
Association for 1935 


The largest medical meeting ever held in the 
world was at Atlantic City on June 10-14, 1935. It 
was a joint meeting of the American Medical As- 
sociation with the Canadian Medical Association 
and had a registration of 8,469. The scientific and 
technical exhibits were outstanding and many ex- 
cellent papers were read. Your delegate served as 
a member of the reference committee on credentials. 

The House of Delegates asked the Board of Trus- 
tees to promote the enactment of federal legislation 
better to regulate radio broadcasting so far as the 
health of the public is concerned. 

The Board of Trustees was asked to appoint a 
committee to study the contraception problem and 
to report at the 1936 meeting. 

The Association is co-operating with the American 
Legion and the Veterans’ Bureau in respect to their 
medical problems, and as a result the demand for 
free medical and hospital care by veterans able to 
pay for these services has been curtailed. 

Resolutions were passed favoring the restoration 
or continuance of R. O. T. C. units in medical 
schools, and also the teaching of medical economics 
in all medical schools. 

It was reported that no state has passed the 
Epstein or any similar health insurance bill, and 
that the federal Social Security Board does not have 
as one of its duties, as was first supposed, the 
studying and making of recommendations with re- 
spect to health insurance. 

The Bureau of Medical Economics submitted a 
lengthy report giving an analysis of two hundred 
different experiments now being conducted in an 
attempt to distribute medical service more equitably. 
The general principles to be followed in the estab- 
lishment of such a plan were given in detail. 

The by-laws were amended so that a man must be 
a member of a component society in order to be a 
member of the American Medical Association. The 
seven'New Hampshire doctors affected by this change 
are accordingly urged to join their respective county 


societies. 
Dr. D. G. SmirH: The Committee on Off- 


cers’ Reports moves the acceptance of this re- 
port. 


This motion was duly seconded and carried. 
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Report of Delegate to the American Medical 
Association for 1936 


cent meeting that was held in Kansas 
Cine the, on May 11-13, 1936 was notable for the 
emphasis that was placed on the county and state 
medical societies. The state societies were urged 
to watch carefully all social security legislation, 
and to study its possible effect on the future prac- 
tice of medicine. It was voted that all medical con- 
tracts and social security plans should be approved 
by the county and state societies. 

It is very difficult for many physicians located 
near state lines to attend the meetings of the 
county medical society in the state in which they 
reside. It was accordingly urged that the state med- 
ical associations of adjoining states enter into 
agreements whereby physicians residing near state 
lines may be given the privilege of affiliating them- 
selves with the component societies of immediately 
adjacent counties in other states. 


It was reported that men who are serving pris- 
on terms are in some instances members of the 
American Medical Association. It was accordingly 
proposed to amend the by-laws so that these men 
would not be allowed to continue as members of 
the American Medical Association until at least 
twelve months had elapsed from the time that they 
had finished their sentences. The county and state 
medical societies were urged to amend their by- 
laws in a similar manner. 

Attention was again called to the uniform nar- 
cotic act which is now in force, either in its orig- 
inal, or somewhat modified form, in twenty-nine 
states. This act was drafted by the National Con- 
ference of Commissioners on Uniform State Laws 
‘with the co-operation of the Bureau of Legal Med- 
icine and Legislation of the American Medical 
Association. I believe this act should be adopted in 
this state. There was considerable discussion over 
the situation where a man who has been convicted 


of a violation of the Harrison Narcotic Act is al-: 


lowed to continue to practice medicine. It was be- 
lieved that his license should be revoked by the Board 
of Registration in Medicine, which may be done in 
this state after he has been given a hearing. 

Dr. West, Secretary of the American Medical As- 
sociation, urged that either the presidents of the 
state societies, or the delegates to the American Med- 
ical Association be sent to the secretaries’ meeting 
held yearly at Chicago. He also urged the delegates 
to report to the county societies the business that 
the House of Delegates transacts at its meetings. 

The various boards of registration in medicine 
were urged to raise the requirements for the grad- 
uates of foreign medical schools who seek to prac- 
tice in this country. It has been suggested that all 
of our states should require applicants whose pro- 
fessional training was received outside of the 
United States or Canada, to pass the examinations 
of the National Board of Medical Examiners. 

It was voted that it was unethical for physicians 
to allow their names to be included in the various 
commercial directories of physicians. 

It was voted to make a study of air conditioning, 
and its possible effect on the health of the people. 

The special committee appointed to study contra- 
ception rendered an excellent report which was ac- 
cepted, and it was voted that the study be continued 
for another year. It was voted that blood tests for 
paternity are not reliable. There was considerable 
discussion about the members of hospital staffs not 
being members of the county and state medical 
societies, and it was voted that the members of staffs 
of hospitals approved by the American Medical As- 


sociation for interne training must be members of 
their respective county and state medical societies. 
It was decided that all medical care must be sep- 
arate from the group hospitalization plans; this to 
include medical care in a broad sense, as the services 
of a radiologist, pathologist, etc. 

The traditional stand against the professional 
association of physicians with the members of the 
healing cults was again reaffirmed. It was voted 
that physicians should not consult with them and 
should not allow them to treat patients in our 
hospitals. 

All medical schools were asked to instruct their 
students on the activities, services and benefits of 
organized medicine. 

The trustees were asked to do what they could 
to make the advertisements of drugs and drug 
products conform to the present requirements for 
the labels and packages of these drugs and drug 
products. 

The very serious illness of the president-elect, 
Dr. J. Tate Mason, cast a shadow over the meeting. 
Dr. Mason, in absentia, was installed as president 
of the A. M. A. At this open meeting we were 
honored by having Governor Park of Missouri and 
Governor Alfred M. Landon of Kansas address us. 
Governor Landon said in part: “But medicine will 
not willingly be made the servile instrument of poli- 
ticians or the instrument of domineering bureau- 
cracy. I predict that the typical American phy- 
sician and organized medicine as a whole will at 
no time be ready for any scheme of regimentation, 
for any system of impersonalized medicine which is 
totally alien to the best traditions of the American 
practitioner and of the profession as a whole.” 
John H. Upham, who was chosen president-elect, 
told me that his people came from Concord, N. H., 
and that he will be very glad to visit us during his 
term of office, either as president-elect or as presi- 
dent of the association. 

The 1937 session will be held at Atlantic City 
which is relatively near New Hampshire. I believe 
that more of our physicians should attend these 
meetings, which are most interesting, most instruc- 
tive and very valuable not only to the general prac- 
titioner, but also to the specialist. The number of 
New Hampshire doctors who are Fellows of the 
American Medical Association, and accordingly re- 
ceive the journal of that organization, is small. I wish 
to urge the members of this society to become Fel- 
lows of the American Medical Association which al- 
lows them to attend all the meetings of the As- 
sociation and to receive the Journal. 


Dr. D. G. Smirx: The Committee on Officers’ 
Reports believes that all medical contracts and 
social security plans should be approved by 
the state and county societies. 


I move the adoption of the first part of this 
report. 


This motion was duly seconded and carried. 


Dr. D. G. Surry: The practice of allowing 
physicians located near state lines in a border- 
ing state to join county societies in this State, 
6 been allowed for some time in New Hamp- 
shire. 
secretary to enter into agreements with our ad- 
Joming state societies whereby this practice may 
be continued. It will, of course. be necessary 


for the county medical society of the county in 
which the physician resides to waive its juris- 


We approve of this, and instruct our 
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diction, as a physician can be a member of only 
one state association. 


I move the adoption of the second part of this 
report. 


This motion was duly seconded and carried. 


Dr. D. G. SmitH: We agree that men serv- 
ing prison terms should not be allowed to con- 
tinue their membership in the county and state 
societies. We recommend that this matter be 
referred to our Committee on Amendments to 
the Constitution and By-Laws for its consider- 
ation, and that this Committee be instructed to 
draft a suitable amendment if it believes this 
action to be advisable. 

I move the adoption of that portion of the 
report. 


This motion was duly seconded and carried. 


Dr. D. G. Smit: We believe that the uni- 
form narcotic act should be introduced into the 
next session of our General Court, and that the 
Committee on Public Relations should endeavor 
to secure the co-operation of the New Hamp- 
shire Bar Association and do all in its power 
to secure the passage of this act. 

I move the adoption of this portion of the 
report. 


This motion was duly seconded. 


SecreTaARY MetcauF: The Act to which he 
refers was introduced at the most recent session 
of the Legislature, and the Committee on Pub- 
lie Relations voted not to support it. 


Dr. SmitH: I withdraw the motion. 


Dr. DunBAR: I move that this matter of nar- 
cotie legislation be referred to the Committee on 
Public Relations, without recommendation, for 
study. 


Dr. D. G. Smrra#: I would like to amend 
that motion, and add ‘‘that this Committee be 
asked to co-operate with the New Hampshire 
Bar Association in this matter.”’ 


Dr. DunBAR: I accept the amendment. 


The motion, with the amendment, was duly 
seconded and carried. 


Dr. D. G. SmirnH: The attention of the New 
Hampshire Board of Registration in Medicine 
should be ealled to the suggestions about rais- 
ing the requirements for the graduates of for- 
eign medical schools, and this board should be 
informed that our society approves of these 
suggestions. 

I move the adoption of that part of the re- 
port. 

The reason for that motion and statement 
was because of the low standard for graduation 


in some of the foreign medical schools; by 
‘*foreign’’, I mean medical schools outside of 
the United States and Canada. I have a letter 
here from Dr. Cutler replying to a request for 
further information, in which he states that 
the spread between the best and the poorest 
graduates of European Universities is much 
wider than would be tolerated in the United 
States. In Europe, a student is left pretty much 
to his own devices. It is true that certain final 
examinations must be passed, but the student 
may take as much time as he pleases to prepare 
for them, and, if unsuccessful, may try again 
until he is lucky enough to pass. As a result 
of this situation, there are a great many gradu- 
ates of foreign medical schools coming to this 
country, to engage in practice who are not prop- 
erly equipped, nor properly examined by the 
various licensing boards in this country. 

That, briefly, gives you the background for 
that motion: 


This motion was seconded and earried. 


Dr. D. G. SmitH: It is recommended that 
sometime prior to the annual meeting of the 
American Medical Association at Atlantie City, 
the Secretary should send to the members a 
circular letter, calling attention to the meet- 
ing, enumerating the benefits to be obtained by 
attending it, and urging the members to spend 
that week in Atlantic City. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and earried. 


SeEAKER WOODMAN: 
ports ready tonight? 


Are there further re- 


Secretary Metrcautr: I have Dr. Bowler’s 
Report of the Committee on Medical Education 
and Hospitals. 


Report of Comnuttee on Medical Education and 
Hospitals 


At the meeting of the New Hampshire Medical 
Society in May, 1935, the following items were 
turned over to the Committee on Medical Education 
and Hospitals by the House of Delegates: 

1. The inauguration of postgraduate study in 
some form. 

2. The inauguration of the speakers’ bureau to 
provide upon request speakers for meetings of the 
county societies. 

3. The utilization of teaching facilities of the 
State Hospital for the Insane which were offered to 
the Society by the Committee on Mental and Social 
Hygiene. 

4. Co-operation with the State Board of Educa- 
tion in its supervision of hospital training schools. 
We were informed that this supervision is carried 
out by a committee of five graduate nurses work- 
ing under the State Board of Education. 

On these items our Committee reports progress 
as follows: 


1. The inauguration of postgraduate study in 
some form. In the summer and fall of 1935 Presi- 
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dent Clifton S. Abbott of the State Society con- 
tacted the Commonwealth Fund relative to post- 
graduate fellowships and the matter was then iurned 
over to this Committee. The Commonwealth Fund 
offered the Society through Dr. Clarence L. Scam- 
man, Director of the Division of Public Health, eight 
postgraduate fellowships at the Harvard Medical 
School, each for a period of one month. The stipend 
offered was $250 plus tuition, traveling expenses 
from place of residence to Boston and return. This 
information was sent to all members of the Society 
by a circular letter under date of January 14. To 
those men making inquiry a form was sent to be 
filled out by each and forwarded to the Common- 
wealth Fund. The qualifications for these fellow- 
ships were the following: that the applicant’ must 
be a graduate of a grade A medical school and a 
member of the New Hampshire Medical Society in 
good standing, must have been in practice at least 
five years, should preferably be under forty-five years 
of age, and must be a resident of a community of 
less than ten thousand in population. 


It is interesting to note that, in spite of the un- 
usual auspices and financial assistance with which 
these fellowships were offered, but nine members of 
the Society requested and filed application blanks. 
Although somewhat confirmatory of a lack of in- 
terest in postgraduate work among practitioners in 
general, the particularly small number of applicants 
prompted the Committee to make a brief analysis of 
the number of men eligible under the requirements 
of the Fund. We found in the American Medical 
Association Directory, 1934, that there were 130 
towns in New Hampshire with a population under 
10,000 in which there were registered 304 prac- 
titioners. Of these 304 but forty-six were not over 
forty-five years of age and had practiced at least 
five years. In other words, there were forty-six 
men in the State of New Hampshire who under these 
stipulations could qualify as applicants. We have 
had an interesting correspondence in this connection 
with Dr. Scamman of the Commonwealth Fund, 
and hope that if the system is continued some mod- 
ifications will be made in these stipulations rela- 
tive to applicants from the New Hampshire Med- 
ical Society. 


The fellowships for this year have not yet been 
granted. We expected that some time in May the 
applicants were to be interviewed by representa- 
tives of the Fund, following which the appoint- 
ments were to have been made. We feel that it 
is a good start in the direction of postgraduate study 
in which this Committee is interested and that the 
interest and co-operation of the Commonwealth Fund 
in this field should be fostered. 


2. The inauguration of the speakers’ bureau. On 
November 14 the members of the State Medical So- 
ciety were circularized by a letter, seeking the en- 
listment of those members willing to serve on the 
speakers’ bureau for county meetings. With this 
letter was enclosed a card to be filled out by the 
member stating the field within which he would be 
willing to speak. Four hundred and fifty cards were 
sent out and approximately fifty replies were re- 
ceived. On January 30 this list was sent to each 
county society with a letter. No attempt was made 
to enlist men from outside the State, due to the obvi- 
ous difficulty of making some limitation to the num- 
ber to be asked and also because most out-of-state 
speakers for county meetings are secured through 
personal contact of an officer of a county society. 

3. The utilization of teaching facilities of the 
State Hospital for the Insane. At the present time 
no scheme has been completed for the utilization of 


the teaching facilities of the State Hospital for the 
Insane as offered to the Society by the Committee 
on Mental and Social Hygiene. We have considered 
it advisable to defer this matter until more direct 
contact could be made with the officials of the State 
Hospital and the Committee on Mental and Social 
Hygiene to learn more definitely as to the plan of 
the latter committee and as to whether this project 
should be organized by that committee. 

4. Co-operation with the State Board of Educa- 
tion in its supervision of hospital training schools. 
At the suggestion of the Secretary of the Society it 
was deemed wise for this committee to await an 
invitation to meet with the committee or board 
operating in this connection under the State Board 
of Education. A letter was sent by the Secretary 
of the Society on September 26, 1935 to the Secre- 
tary of this committee of the State Board of Edu- 
cation offering the interest and co-operation of the 
committee in this connection. 


Dr. D. G. Smitnu: The Committee on Offi- 
cers’ Reports submits the following: Full credit 
should be given to this Committee for the in- 
auguration of postgraduate study through the 
fellowships offered by the Commonwealth Fund. 
We most heartily approve of the attempt being 
made to modify the stipulations for the fellow- 
ships, so that more members of our Society will 
be eligible. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and carried. 


Dr. D. G. SmitH: The Speakers’ Bureau 
should be of value, not only to the county so- 
ciety secretaries, but also to the men who are 
asked to prepare and read papers at the county 
meetings. We believe that the study of the util- 
ization of the teaching facilities of the state hos- 
pital for the insane should be continued as out- 
lined in the report of this committee. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and earried. 


Dr. D. G. SmitH: We approve the position 
that the Committee has taken relative to co- 
operation with the State Board of Education 
in its supervision of hospital training schools. 

I move the adoption of that part of the re- 
port. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: May we now have the 
report of the Committee on Mental and Social 
Hygiene? 


Report of Committee on Mental and Social Hy- 
giene 


The Committee has nothing essentially new to 
report for the past year. Considerable agitation has 
taken place over the matter of child delinquency, 
and a serious effort was made to put a law on the 
statute books to deal with the subject more efficiently, 
but the approach thus far seems to be in other direc- 


tions than psychiatry. 
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It avails little to talk about mental and social 
hygiene unless means are provided adequately to deal 
with the problems presented, and while there seems 
to be plenty of money for some things, there does not 
appear to be enough in sight for the care of the 
feeble-minded, epileptic and insane. Millions can be 
spent for dams, canals, better roads and new side- 
walks, while our State School suffers for the want 
of suitable provision for the care of its sick and 
disabled children. The institutions are expected to 
maintain extramural activities, such as mental hy- 
giene clinics and educational programs among the 
public, in spite of being understaffed, and without 
the means to increase our numbers. 

During the past year, an attempt has been made 
to cut down the population of the State Hospital by 
restricting the admissions to those in most acute 
need, but little success has attended this effort, as 
the requests for acceptance have been so urgent as 
to indicate that every case is in “most acute need.” 


Dr. D. G. SuirH: The Committee on Offi- 
cers’ Reports submits the following: 


We note with alarm the statement that ‘‘Our 
State School suffers for the want of suitable 
provision for the care of its sick and disabled 
ehildren,’’ and that our state hospital is still 
crowded. We, accordingly, recommend that 
this Society go on record as approving the ap- 
propriation of sufficient money by the State 
Legislature to care for our feeble-minded, 
epileptic and insane children and adults ade- 
quately; this action to be brought to the at- 
tention of the Governor and the other proper 
authorities. We further recommend that our 
Committee on Public Relations be instructed 
to do all in its power to secure this necessary 
appropriation. 

I move the adoption of these recommenda- 
tions. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: Dr. Dunbar, have you 
the report of the Necrologist? 


Report of Necrologist 


The following deaths of members or former mem- 
bers of the New Hampshire Medical Society have 
been reported since May 1, 1935. 


Brown, Dr. David Russell, Concord, N. H. Died May 
5, 1935. 


Remick, Dr. Edwin, Tamworth, N. H. Died June 2, 
1935. 

Garland, Dr. William R., Plymouth, N. H. Died June 
5, 1935. 

Mitchell, Dr. Abram W., Epping, N. H. Died July 31, 
1935. 


Spear, Dr. Franklin E., Woodsville, N. H. Died Sep- 
tember 5, 1935. 

Snow, Dr. Samuel D., North Conway, N. H. Died 
September 19, 1935. 

Towle, Dr. George H., Newmarket, N. H. Died Octo- 
ber 29, 1935. 

Thompson, Dr. Edward H., Hampton, N. H. Died 
November 20, 1935. 

Souter, Dr. William Norwood, New Castle, N. H. 
Died November 24, 1935. 

Stark, Dr. Maurice A., Newington, Conn. 
cember 29, 1935. 


Died De- 


Cogswell, Dr. Samuel J., Derry, N. H. Died January 
18, 1936. 

Jarvis, Dr. Leonard M., Claremont, N. H. Died Jan- 
uary 28, 1936. 

Connor, Dr. Harold J., Concord, N. H. Died April 8, 
936 


1 

Brooks, Dr. Harlow, New York City. Died April 13, 
1 

Taft, Dr. Albert H., Hillsboro, N. H. Died April 21, 
1936 


Anderson, Dr. Harry E., Milton Mills, N. H. Died 
April 22, 1936. 


SPEAKER WoopMAN: I believe the Secretary 
has the report of the Tuberculosis Committee, 
which I shall ask him to read to you at this 
time. 


Report of the Committee on Tuberculosis 


The data relative to the mortality from tubercu- 
losis in New Hampshire in 1935 are not as yet avail- 
able. However, basing our conclusions upon the 
general downward trend throughout the country, we 
have reason to hope that the 1935 tuberculosis mor- 
tality figures will present evidence of a continuance 
of the phenomenal decline recorded in the State dur- 
ing the past fifteen years. We have reason to hope 
that the figures when tabulated will indicate that 
the mortality rate has continued to decline at a rate 
comparable with that of the preceding depression 
years. 

The inference is inescapable that the medical ma- 
chinery for the control of tuberculosis throughout 
the State has become increasingly effective in the 
prevention of the spread of the disease from the 
tuberculous sick to the well, and the afflicted have 
been aided to recovery in an increasing number of 
cases. 

In an address before the New York Tuberculosis 
and Health Association on February 25 of this year, 
Dr. Thomas Parran, Jr., now Surgeon General of the 
U. S. Public Health Service and President-Elect of 
the American Health Association, submitted a list 
of what in his opinion are the nine paramount sub- 
jects and problems on public health now calling for 
concentration of public attention, effort, and support. 

“The greatest need for health action is where the 
greatest saving of life can be made,” said Dr. Par- 
ran. “First, I would place tuberculosis. The tremen- 
dous decline in tuberculosis should not obscure the 
fact that it is still the leading cause of death in the 
twenty to forty age group. Our slogan used to read: 
‘Tuberculosis is preventable; tuberculosis is curable.’ 
{ maintain that it may now be amended to read 
‘Tuberculosis can be wiped out in the State and 
Nation.’”’ 

Your tuberculosis committee wishes to present all 
the encouraging data which are available relative 
to the campaign for the prevention and cure of the 
disease, feeling that the gains already secured in the 
control of tuberculosis should act as a stimulant to 
our energy and an urge toward a more aggressive 
and intensive campaign. - 

Meanwhile we have real anxieties. Tuberculosis 
is the most widespread of human infections and 165 
men, women, and children died from this preventable 
disease in 1934 in New Hampshire. While there 
appears to be no increase in “new” cases of tubercu- 
losis, yet the demands for sanatorium treatment dur- 
ing the past year have taxed the capacity of our 
two sanatoria and the waiting lists have been a cause 
for much concern. On May 1 the waiting list for 
admission to the Glencliff Sanatorium comprised a 


total of thirteen men and women and for the Pem- 
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broke Sanatorium a total of eighteen men, women and 
children. 

The infirmary facilities at the Glencliff Sanatorium 
have been utilized to the limit. Additional infirmary 
beds are needed. Artificial pneumothorax and thora- 
coplasty have been carried out in carefully selected 
cases with encouraging results. Several lipiodol 
examinations of the chest have been made as well as 
a number oi bronchoscopic examinations. 

Your committee is keenly appreciative of the con- 
fidence and sympathetic co-operation which have been 
accorded to us by members of the New Hampshire 
Medical Society. This splendid spirit of helpfulness 
has been a large factor in the success which has 
attended the program for the control of tuberculosis, 
both in connection with the work of the sanatoria 
and throughout the State in the case finding and 
clinic and nursing service. 


Dr. D. G. SmirH: The Committee on Offi- 
cers’ Reports, submits the following: 


We are glad to learn that the tuberculosis 
situation in this State is well in hand. 


The long waiting list of thirty-one individuals 
who desire admission to our two sanatoria, is in- 
deed a serious condition. We, accordingly, 
recommend that the New Hampshire Medical 
Society approve the appropriation of sufficient 
funds by the Legislature to provide additional 
beds at our State Sanatoria. ; 

We further recommend that this action be 
transmitted to the Governor and the other 
proper authorities in the State, and that our 
Committee on Public Relations and the Com- 
mittee on Tuberculosis be instructed to make 
a study of the situation and endeavor to ob- 
tain the necessary appropriation. 

I move the adoption of that portion of the 
report. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: The next report is that 
of the Advisory Committee on Medical Relief. 


Report of the Advisory Committee on Medical 
Relief 


Under the new set-up of a State Commission in 
place of the operation of House Bill No. 417, there 
has been very little concerning which the Committee 
has been consulted. A meeting was held last spring 
with the Commission and representatives of the 
County Commissioners but the plans then evolved 
have never been put into effect and so far as the 
Committee is officially aware its services have not 
been in demand either by the members of the Com- 
mission or by our membership. 

Early in the year a few cases of gross over-charg- 
ing were adjusted but since then we have no knowl- 
edge of how relief has been functioning, although 
it is our belief that the present set-up is far from 
satisfactory. 


Dr. D. G. SmirH: The Committee on Offi- 
cers’ Reports recommends the acceptance of this 
report of the Advisory Committee on Medical 
Relief. 


This motion was duly seconded and earried. 


SecrETARY Metcatr: I have a few coun- 


cilors’ reports here. 
The first is from Dr. J. A. Hunter, as fol- 
lows: 


As Councilor for the Strafford County Medical 
Society, I wish to give you the following report for 
the year 1935: 

The Strafford County Medical Society held two 
meetings at the American House during the year 
1935. 

1. A special meeting was called April 24, 1935, 
by the President, Dr. Manning, to instruct the county 
delegates to the New Hampshire Medical Society 
how to vote on the special problems to be presented: 

(a) Welfare 

(b) Fees 

(c) Rules and Regulations 


2. A regular annual meeting, at which the of- 
ficers for the ensuing year were elected and accounts 
settled. 

At this meeting, it was moved and seconded to 
change the date of the annual meeting to some time 
in April, so that the delegates could be instructed 
on state problems, just prior to the annual meeting. 

Dr. Clifton S. Abbott, of Laconia, President of 
the New Hampshire Medical Society, addressed the 
meeting. 

Dr. J. H. Blaisdell of Boston gave a talk on some 
practical points in the treatment of the ten most 
common skin diseases. 

There were no new members or deaths during 
the year. There was one transfer, Dr. Walter 
Rahmanop, of Dover, N. H., to the Hillsborough 
County Medical Society. 


Secretary Metcaur: The following is the 
report of Dr. F. M. Dinsmoor, Councilor for 
Cheshire County: 


Two meetings have been held during the year at 
the hospital at Keene, at both of which interesting 
and valuable papers were presented. One meeting 
of a social nature has been held. The society is in 
good condition, and there is nothing of general in- 
terest to report. 


Secretary Metcatr: The following is the 
report of Dr. T. F. Rock, for the Hillsborough 
County Medical Society : 


The Hillsborough County Medical Society lost four 
members by death during the last year and four 
new members were elected and joined the society, 
making a membership of 140. 

The fall meeting was held at the Derryfield Club 
in Manchester, N. H. Dr. C. S. Abbott, President 
of the State Medical Society, addressed the meeting 
in regard to the prepayment hospital insurance 
and the overcrowding in the medical profession. Dr. 
G. E. Hoffses of Manchester, N. H., read a paper on 
“Some Observations on the Diagnosis and Prognosis 
of Angina Pectoris and Coronary Thrombosis.” Dr. 
Dudley Merrill of Boston spoke on “Dangers Inherent 
in the Clinical Diagnosis of Cancer.” 

The spring meeting was held at the Nashua 
Country Club. Dr. F. EB. Kittredge, Vice-President of 
the State Medical Society, spoke at length in regard 
to the proposed changes in the meetings of the 
State Medical Society. He suggested that at least 
one morning session should be devoted to small group 
meetings, following the plan of the Maine Medical 
Association. Dr. C. R. Metcalf, Secretary of the 


State Medical Society, was present and urged that 
one or two members of each county society be can- 
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didates for representatives at the State Legislature. 
Dr. Clifford L. Derick, of Boston, read an excellent 
paper on “Staphylococcus Infections and their Treat- 
ment,” and Dr. Elmer J. Brown of Manchester, N. H., 
spoke on “The Medical and Surgical Treatment of 
Prostatism.” 


Dr. D. G. SmitH: We recommend the ac- 
ceptance of+«the reports that have been made and 
their incorporation in the transactions of the 
Society. 


This motion was duly seconded and carried. 
SPEAKER WoopmMan: Is there ‘any further 


business or any new business to come before the 
House of Delegates at this time? 


SecrETARY MetcatF: I move that we ad- 


journ. 
This motion was duly seconded and carried. 


[Whereupon the Monday evening meeting of 
the House of Delegates was adjourned at eleven- 
fifteen o'clock in the evening, standard time. | 


May 26, 1936 


The second meeting of the House of Delegates 
convened at the Hotel Carpenter, Manchester, 
on Tuesday morning, May 26, 1936, at eight- 
thirty o’clock. 

Speaker James B. Woodman presided. 


The Secretary called the roll, and the fol- 
lowing members responded: 


The President, ex-officio. 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio. 
Richard W. Robinson, Laconia 
Francis J. C. Dube, Center Ossipee 
Osmond H. Hubbard, Keene 

Fred M. Dinsmoor, Keene 

Richard E. Wilder, Whitefield 
Robert M. Deming, Glencliff 
Deering G. Smith, Nashua 
Clarence E. Dunbar, Manchester 
Charles H. Cutler, Peterborough 
Warren H. Butterfield, Concord 
James B. Woodman, Franklin Falls 
Harry O. Chesley, Dover 
Jeremiah J. Morin, Rochester 
Henry C. Sanders, Jr., Claremont 


The following alternate delegates were ap- 
pointed by the President of the Society: 

Dr. C. F. Keeley 

Dr. G. C. Wilkins: 

Dr. F. P. Lord 

Dr. H. O. Smith 


SPEAKER WoopMAN: Gentlemen, we shall 
proceed by taking up the remainder of the re- 
ports of the Committee on Officers’ Reports. 


Dr. D. G. Smita: On the report of the Pres- 
ident, the Committee on Officers’ Reports, sub- 
mits the following: 


We commend the President for his report, 
which summarizes so well the activities of the 
Society during the past year. We agree with 
his recommendation that our meetings be held 
on advanced or daylight saving time, provided 
that the people of a majority of our cities have 
adopted that time. 

I move the adoption of that portion of the 
report. 


This motion was duly seconded and carried. 


Dr. D. G. Smiru: We do not believe that 
the House of Delegates should meet more often 
than once a year at any previously determined 
time. We do believe that the President should 
not hesitate to call special sessions of the House 
whenever he deems it to be advisable. 

I move the adoption of that portion of the re- 
port. 


This motion was duly seconded and carried. 


Dr. D. G. SmirH: On the report of the Com- 
mittee on Child Health, the Committee on Offi- 
cers’ Reports has the following recommenda- 
tions: 

We approve of the Committee’s recommenda- 
tions, which in brief are as follows: That the 
Society further the extension of preventive care 
for children; that the Society urge the adop- 
tion by the State of the child health provisions 
of the Social Security Act; that the State De- 
partment of Health adopt an up-to-date com- 
municable disease code; and that the Commit- 
tee be continued. 

I move that the first recommendation of this 
committee be adopted, which is that the So- 


ciety further the extension of preventive care 


lor ehildren. 


This motion was duly seconded and earried. 


Dr. D. G. Smitu: We recommend that the 
Society urge the adoption by the State of the 
child health provisions of the Social Security 
Act. 

I move the adoption of that portion of the 
report. 


This mction was duly seconded. 


SPEAKER WOODMAN: 


Is there any discussion 
on this matter? 


Dr. DunBaR: The Hillsborough County So- 
ciety voted that we should be very hesitant 
about doing anything with reference to social 
security that will tie us up with the federal 
governinent. 


Dr. George C. Winkins: I think that the 
vote referred to the large question of the Social 
Security Act, and not to the special provisions 
provided for in this motion by Dr. Smith. As a 


matter of fact, as was explained last night, some 
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of these provisions are already being put into 
operation, due to the fact that the State Board 
of Health had a certain amount of money ap- 
propriated for certain purposes, which fulfilled 
the requirements of the Social Security Act, so 
that we have already received or will receive 
a further amount of money to expend along 
the lines indicated here. I am in favor of vot- 
ing in the affirmative on this question. 


PRESIDENT ABBOTT: I am in favor of affirma- 
tive action on it. 


SPEAKER WoopMAN: If there is no further 
discussion on this matter, all those in favor of 
the motion will signify by saying ‘‘aye’’. 


There was a chorus of ‘‘ayes’’, and the mo- 
tion was carried. 


Dr. D. G. SmitnH: The next of these recom- 
mendations is that the Society should encourage 
_the extension of preventive pediatric supervision 
of normal children by their private physicians. 

I move the adoption of that portion of the 
report. 


This motion was duly seconded. 
SPEAKER WoopMAN: Is there any discussion? 


Dr. Cutter: How does that fit in with the 
examinations that we make as school physicians? 
In our town we give a heart and chest exam- 
ination, as that is what is called for now. 


SPEAKER WoopMAN: I think Dr. Burroughs 
knows as much as the rest of us about that. 


Dr. Burrovans: I might say there is a split 
‘in the official agencies dealing with child health, 
at the age of five years. The State Board of 
Health has carried them through the kinder- 
garten age, and the State Board of Education 
has carried them from that point. 

The new plans eall for all health supervision 
to be under the State Board of Health. But, 
as I understand it, they are not going to take 
up the question of school children; they are 
going to continue to let that lie in the hands of 
the State Board of Education. I don’t believe 
that would have any real application to this 
question at present. 


Dr. D. G. SmitH: Mr. Speaker, I think that 
the whole intent of that recommendation was 
to encourage all the practitioners to incorporate 
preventive medicine in their own private prac- 
tice. My impression is that we would not have 
the toxoid clinics scattered through the State at 
the present time if the private practitioners had 
practiced preventive medicine. 


Dr. Georce C. Winkins: The State Board of 
Health is interested in preventive medicine, and 
prefers, in most cases, that the private practi- 


ticner shall carry it on in his own families, but 
when he does not do it, and that is a widespread 
condition in the State, then the State Board 
of Health steps in and does it for him. 


Dr. Witper: In connection with those re- 
marks, that the private practitioner be encour- 
aged to do these various things, I might say 
that he is willing to do them whenever he can 
with people who are willing to pay him. But, 
the State Board of Health comes in with a big 
clinic, urging everybody to come because it 
doesn’t cost them a cent. 


Dr. D. G. SmitH: It is a little bit out of 
order because this has nothing to do with the 
motion, but I might say that in Nashua during 
the first five years that we knew about this 
toxoid, the local Board of Health encouraged 
the doctors to use the toxoid, but the doctors did 
not use it. As a result, we had school children 
clinics and preschool clinics, and at the present 
time, we have about 7800 children in Nashua 
immunized against diphtheria. 


SPEAKER WoopMAN: Is there any further dis- 
cussion? If not, all those in favor of the mo- 
tion will please signify by saying ‘‘aye’’. 


There was a chorus of ‘‘ayes’’. 


SPEAKER WoopMAN: All those of contrary 
mind, will signify by saying ‘‘No.’’ 

There were four or five responses to the ‘‘No”’ 
vote. 


SPEAKER WoopMAN: It is a vote, by a pre- 
ponderance of the ‘‘ayes’’. 


Dr. D. G. SmitH: The next recommendation 
to be voted upon is that the State Department 
of Health shall adopt an up-to-date communi- 
cable disease code. 

I move the adoption of that part of the re- 
port, Mr. Speaker. 


This motion was duly seconded and earried. 


Dr. D. G. SmitrH: Continuing with the report 
of the Committee on Officers’ Reports, we rec- 
ommend the appointment for next year of a 
Committee on Child Health, who should be re- 
quested to prepare and distribute literature and 
obtain speakers on this subject for local medi- 
cal meetings. 

I move the adoption of that portion of the 
report. 


This motion was duly seconded and carried. 


Dr. D. G. SmirH: The Committee on Officers’ 
Reports further recommends that the New 
Hampshire Medical Society shall co-operate 
with the State Board of Health in the program 
of Maternal and Child Health, soon to be ini- 
tiated ; that the members of the Technical Com- 
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mittee on Maternal and Child Health of the 
State Board of Health should be the members 
of the Committees on Child Health and on Ma- 
ternity and Infancy of this Society, and three 
dentists to be chosen by the New Hampshire 
Dental Society ; that a member of our Society’s 
Committee on Maternity and Infancy and a 
member of our Committee on Child Health to 
be appointed by these respective committees 
serve as our representatives on the State Ad- 
visory Committee on Maternal and Child Health. 

I move the. adoption of that portion of the 
report. 


SPEAKER WOODMAN: 
open for discussion. 


Dr. D. G. SmirH: The State Board of Health 
has asked that these various Committees be ap- 
pointed, and they have asked that the New 
Hampshire Medical Society appoint these two 
Committees, the Technical Committee on Ma- 
ternal and Child Health and the Advisory Com- 
mittee, and that motion provides that members 
of our two Committees on Child Health, Ma- 
ternity and Infancy, be also the members of the 
Technical Committee of the Maternal and Chiid 
Health Department of the State Board of 
Health, and that these two groups choose two 
men to serve on the State Advisory Committee 
on Maternal and Child Health. 


Dr. Comin STEWART: Our Committee is not 
in favor of pushing the Society into something 
it does not want to adopt. The point is, how- 
ever, that the thing is coming, and the closer 
contre! we can keep over it, the better off I think 
we shall be. 

In the recent discussion, I got the impres- 
sion that some of the members thought our 
Committee favored going out of our way to 
encourage the Stdte to do things which were 
being done otherwise; that isn’t the case at all. 
We would like to see all this preventive care 
kept under control as much as possible. We 
would like to do all we can to that end, and we 
would like to see the private practitioners han- 
dle as much as possible. We would like to see 
the following procedure adopted as much as 
possible. For instance, if a well baby clinic is 
established, we should like to see the young- 
sters admitted by a card, made out by the 
referring doctor, to the clinic, stating that the 
patient was unable to pay, or that he couldn’t 


This question is now 


see the patient, rather than just having them] 


thrown open to everybody, no matter what the 
economic status. 


Dr. Burrovucus: The substance of that mo- 
tion was drawn up in conference with the Chair- 
man of the Committee on Maternity and In- 
fancy. It merely brings us into the position of 
co-operating with what is being done, at the 
same time leaving us free to disapprove of 


anything that we afterwards may wish to elim- 
inate. 


SPEAKER WoopMan: Is there any further 
discussion on this motion? If not, all those in 
favor will please signify by saying ‘‘aye’’. 


There was a chorus of ‘‘ayes’’, and the mo- 
tion was carried. 


Secretary Metcaur: Mr. Speaker, would the 
House of Delegates be willing to permit the 
Committee on Public Relations, if it saw fit, 
to employ a representative during the coming 
session of the Legislature ? 

I will make a motion that the House of Del- 
egates permit the Committee on Public Rela- 
tions, if it sees fit, to expend funds for the 
employment of a paid representative. 


This motion was duly seconded. 


Dr. Demina: Is there any program that is 
being put forth, or is he simply going to be 
there as a protectionist against whatever might 
arise ? 


SecreTARY Mercatr: I assume that this 
would be left to the discretion of the Commit- 
tee on Publie Relations, and that such an expen- 
diture would be made only if, in their opinion, 
something of vital moment should come up dur- 
ing the session of the Legislature. 


SPEAKER WoopMAN: If there is no further 
discussion, all those in favor of the motion will 
signify by saying ‘‘aye’’. 


There was a chorus of ‘‘ayes’’, and the mo- 
tion was passed unanimously. 


SPEAKER WoopMAN: Is there any new busi- 
ness to come before the meeting ? 


Dr. D. G. Smitn: I should like to bring be- 
fore the members of the House of Delegates the 
proposition that was placed before me last week, 
and again yesterday afternoon. 

There is being organized in this State, a cor- 
poration called the New England Motorists, 
Ine., which is selling service to the people of 
the State. They aim to have in each city and 
town of any size a recommended attorney, physi- 
cian or surgeon and garage. 

On the back of the membership card of each 
member is this statement: 


‘‘In your community and vicinity, in 
ease of accident, notify ‘John Jones’ of 
Nashua, N. H., telephone. .. . If you need 
legal advice, notify ‘John Doe’, lawyer. If 
you need a garage, notify ‘John Roe’, gar- 
ageman.,’’ 


I was told that four doctors in the State had — 


already signed up to act as physicians in this 
company’s scheme. 
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May I just read the section relating to first 
aid, emergency and medical and surgical serv- 
ice. 

‘‘New England Motorists, Ine., will pay 
to any of its recommended physicians not 
exceeding $50.00 for any emergency medical 
services or medical first-aid rendered by 
said recommended physicians to a holder of 

_ this contract, as hereinbefore defined, at 
the time and at the scene of any accident 
in which the above described automobile is 
involved, or at the holder’s home, or at said 
recommended physician’s office, within one 
hour after the happening of said accident. 

If a recommended physician is not avail- 

able, then any other physician may be 

called by the holder and the obligation of 
this corporation will be the same.’’ 


But, as you will notice, it doesn’t specify the 
care at a hospital; the care has to be at the 
home or the physician’s office, within an hour, 
or at the site of the accident. 

But the part to which I particularly object 
is as follows: 

‘‘The applicant (that would be the physi- 
cian or surgeon) agrees that in lieu of pay- 
ing a cash consideration to the New Eng- 
land Motorists, Ine. for said exclusive list- 
ing as a recommended physician and sur- 
geon in the territory mentioned hereinafter, 
to give to said organization a credit in an- 
ticipated medical and surgical services to 
the extent of $100.00, on account of services 
to be undertaken for the members of said 
organization, as set out in the contract is- 
sued by the said organization.’’ 


The part last referred to is what I previ- 
ously read under the heading of first aid med- 
ical and surgical service. 

I would like to ask this House of Delegates 
either to approve or disapprove of this plan. 


Dr. Grorce C. WitKins: I move that the 
employment of physicians by this insurance or- 
ganization be disapproved by the House of Del- 
egates, and the joining of it by any members 
of the State Medical Society be discouraged. 


This motion was duly seconded and carried. 


Dr. KEELEY: How are the rest of the mem- 
bers of the Society going to be made aware 
of it? I make a motion that we send a notice 
to all the members of the Society. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: Is there any further 
business to be brought before this meeting? 


Dr. R. W. Rosinson: The Committee on 
Memorials and Communications has only two 
communications. 


One of them deals with a suggestion of an 
old-age pension plan for physicians, with the 
request that we, as the House of Delegates, in- 
struct our delegates to the American Medical 
Association that we advocate it. I believe that 
we should simply recommend no action. — 

The other communication deals with a sug- 
gestion made by the Committee on Contracep- 
tion and Birth Control, asking us if we would 
not accept a speaker at one of our state meet- 
ings. 

We suggest that this communication be turned 
over to the Committee on Scientifie Work for 
their consideration. 


Dr. H. O. SmirH: Mr. Speaker, in response 
to the vote taken last evening in relation to the 
request made by the delegates of the American 
Medical Association that the State and County 
Societies should so change or amend their by- 
laws to make provision in relation to the mem- 
bership of men who are so unfortunate as to be 
obliged to serve terms in prison, the members of 
the Committee submit the following proposed 
new Section 4 of Chapter I of the By-Laws: 

‘*A member who is convicted of a crime 
punishable by imprisonment in a state or 
federal prison shall be automatically ex- 

pelled.’’ 


If this is accepted, the following section is to 
be renumbered, in order to carry it through, as 
would be necessary in this State: 


‘‘We recommend that the component 
county societies amend Chapter I, Section 8 
of the model by-laws drawn up for their 
adoption by ‘inserting after the first sen- 
tence the words: 

‘*A member who is convicted of a crime 
punishable by imprisonment in a state or 
federal prison shall be automatically ex- 
pelled.’’ 


Dr. D. G. SmitH: I offer that as an amend- 
ment to the Constitution and By-Laws, so as 
to bring it before the House for action. 


SPEAKER WoopMAN: You have heard the 
amendment as read, gentlemen. That is auto- 
matically referred to the Committee on Amend- 
ments to the Constitution and By-Laws. 


Dr. D. G. SmirH: The Hillsborough Coun- 
ty Medical Society has elected to Honorary 
membership Dr. A. Guertin, Dr. D. C. Norton, 
Dr. F. J. Robinson, and Dr. H. L. Stickney. 

I move that these men be made affiliate mem- 
bers of this Society, Dr. Guertin, Dr. Norton 
and Dr. Robinson to begin January 1, 1935. 


This motion was duly seconded and carried. 


Dr. D. G. Smirn: Dr. Stickney has asked us 
to recommend him for affiliate membership, or 
affiliate fellowship, in the American Medical 
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Association; therefore, I move that the New 
Hampshire Medical Society recommend Dr. H. 
L. Stickney to the American Medical Associa- 
tion, providing that he meets the reqtirements 
for affiliate fellowship in the American Medical 
Association. 


This motion was duly seconded and carried. 


Dr. F. P. Lorp: I have one matter that I 
should like to bring before the House of Dele- 
gates. It has to do with some of our Commit- 
tees and the method of selection and appoint- 
ment. 

At the present time, there exist standing com- 
mittees, listed in the by-laws, and standing com- 
mittees which are not listed in the by-laws, and 
the special committees. 

The Committee on Maternity and Infancy, 
was appointed two years ago, with its Chair- 
man named, and it runs in perpetuity. 

The Committee on State Medical Relief was 
appointed in 1934, and last year was made to 
exist for two years more. This committee was 
to be appointed by the Speaker of the House. 

The Child Health Committee was appointed 
by the President in 1935, and was continued 
until the end of this year, and you have just 
voted to continue it for another year. That, 
I think, is elected. 

The Committee on Medical Liability Insur- 
ance, listed in our blue book, went out of ex- 
istence a year ago. It doesn’t exist, although 
it gave a report yesterday. ; 

The Committee on Constitution and By-Laws, 
appointed by the President a good many years 
ago, has continued indefinitely. 

It seems «to me that it would be wiser and 
more simple to have all of the Committees 
elective. 

Therefore, I move that these committees be 
elected, and that all reference to duration be 
stricken out. 


The motion was duly seconded and carried. 


SECRETARY METCALF: 
journ. 


I move that we ad- 


This motion was duly seconded and carried. 


[Whereupon, the Tuesday Morning Session 
of the House of Delegates adjourned at nine- 
fifty-five o’clock, standard time, until eight- 
thirty o’clock in the morning on Wednesday, 
May 27, 1936.] 


May 27, 1936 


The Wednesday Meeting of the House of Del- 
egates convened at the Hotel Carpenter, Man- 
chester, on Wednesday morning, May 27, 1936, 
at eight-thirty o’clock. 


Speaker James B. Woodman presided. 
The Secretary called the roll, and the fol- 
lowing members responded: 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 
William J. Paul Dye, Wolfeboro 
Osmon H. Hubbard, Keene 

Deering G. Smith, Nashua 
Clarence E. Dunbar, Manchester 
Warren H. Butterfield, Concord 
James B. Woodman, Franklin Falls 


The following delegates were appointed by 
the President: 


. Frederic P. Lord 

. George C. Wilkins 
. Cleon W. Colby 

. Charles F. Keeley 

. Thomas W. Luce 

. Emery M. Fitch 
Dr. H. O. Smith 


SPEAKER WoopMAN: I will now eall upon 
the Chairman of the Nominating Committee for 
his report on Nominations. 


Dr. CLARENCE E. DunBar: The Nominating 
Committee presents this list of nominations: 


For President—Frank E. Kittredge, Elmer M. 
Miller, L. C. Ager 

For Vice-President—Samuel T. Ladd, Arthur W. 
Hopkins, Joseph E. Larochelle 

For Secretary-Treasurer—Carleton R. Metcalf 

For Councilor for Rockingham County—Herbert 
L. Taylor, Portsmouth 

Councilor for Strafford County—John A. Hunter 

Trustee—Henry O. Smith 

Speaker of the House of Delegates—Cleon W. Colby 

Vice-Speaker—Richard W. Robinson 

Necrologist—Clarence E. Dunbar 

Delegate to the American Medical Association— 
Deering G. Smith 


Alternate Delegate to the American Medical As- 
sociation—Emery M. Fitch 


DELEGATES TO NEW ENGLAND MEDICAL SOCIETIES 


Maine—Charles F. Nutter and Emery M. Fitch 

Vermont—Oscar C. Young and Elmer M. Miller 

Massachusetts—Harry W. Savage and John F. 
Ho!mes 


Rhode Island—Benjamin E. Sanborn and George 
M. Crowell 


Connecticut—A. Philip LaFrance and M. Dawson 
Tyson 


STANDING COMMITTEES 


Amendments to the Constitution and By-Laws: 
Henry O. Smith, Fred E. Clow and Thomas W. 
Luce. 

Control of Cancer: George C. Wilkins, Howard N. 
Kingsford and George F. Dwinell. 

Medical Economics: Timothy F. Rock (for three 
years). 

Medical Education and Hospitals: John P. Bowler 
(for one year), James W. Jameson (for three years) 
and Harris E. Powers (for two years). 

Mental and Social Hygiene: Charles H. Dolloff, 
Benjamin W. Baker, Charles A. Weaver. 

Publication: Carleton R. Metcalf, Henry H. Ams- 
den, and Warren H. Butterfield. 
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Public Relations: Frank E. Kittredge, Samuel T. 
Ladd, Carleton R. Metcalf. 

Scientific Work: Carleton R. Metcalf, Frederick P. 
Scribner, R. W. Robinson. 

Tuberculosis: Robert B. Kerr, Robert M. Deming, 
John D. Spring. 


SPECIAL COMMITTEES 


Committee on State Medical Relief: 
Graves, John P. Bowler, Roland J. Joyce. 
_ Child Health: Colin C. Stewart, Jr., Travis P. Bur- 
roughs, F. N. Rogers. 

Maternity and Infancy: Robert O. Blood, Benjamin 
P. Burpee, Chester F. McGill. 


Robert J. 


Speaker WoopMaNn: Gentlemen, you have 
heard the report of the Nominating Committee. 
What is your pleasure? 


Dr. Grorce C. WILKINS: I move that we bal- 
lot for the election of the President. 
This motion was seconded and earried. 


Dr. Henry O. Smiti: I move that the See- 
retary be instructed to cast one ballot for the 
election of Frank E. Kittredge of Nashua for 
President. 

This motion was seconded and unanimously 
carried. 


Secretary MetcaLtF: I have east one ballot 
for the election of Frank E. Kittredge of 
Nashua as President of this Society for the en- 
suing year. 


SPEAKER WoopMAN: I have received one bal- 
lot for Frank E. Kittredge as President of this 
Society. This being the entire number of votes 
east, I declare Frank E. Kittredge duly elected 
as President of the New Hampshire Medical So- 
ciety for the ensuing year. 


Dr. FRANK E. Kirrrepce: I thank you, gen- 
tlemen. I am fully cognizant of the honor 
and the compliment that you have paid me, and 
I am well aware of the work that will be ex- 
pected of me. 


I never attended a meeting of the House of 
Delegates before Monday night; I have held 
practically every office in the Hillsborough 
County Medical Society, but I don’t think I was 
ever a delegate from the Hillsborough County 
Medical Society to the New Hampshire Medi- 
eal Society. But, I assure you I was very much 
amazed, and still am amazed at the amount of 
work done here Monday night, and the extent 
of the variety of business necessary to carry on 
the affairs of the Society. I am well aware, as I 
said, of the task which confronts us during the 
coming year, and I shall do all that my strength 
will allow me to do. That is all I can say. 

I do want to say just one thing more. I shall 
have to expect help from you gentlemen of the 
House of Delegates, from the Secretary, and 
from the incoming Vice-President, and I know 
I shall have that without any question. 


SPEAKER WoopMAN: Gentlemen, what is your 
pleasure in the matter of a Vice-President? 


Dr. Emery M. 


I move that the elec- 
tion take place by ballot. 


This motion was duly seconded and carried. 


SPEAKER WoopMAN: I appoint Paul Dye as 
teller. The candidates are Samuel T. Ladd, 
Arthur W. Hopkins and Joseph E. Larochelle. 


[After ballot was taken] Dr. Paunt Dye: It 
was a unanimous vote for Samuel T. Ladd, sev- 
enteen votes. 


SPEAKER WoopMAN: There were seventeen 
votes cast, and these seventeen votes were for 
Samuel T. Ladd. I declare him unanimously 
elected as Vice-President of the New Hamp- 
shire Medical Society, for the ensuing year. 


Our next order of business is the election of 
a Secretary-Treasurer, for five years. 


Dr. Paut DyE: I move that one ballot be 
cast for Carleton R. Metcalf, for Secretary- 
Treasurer for five years. 

This motion was duly seconded and earried, 
unanimously. 


SPEAKER WoopMAN: Having cast one ballot 
for the election of Carleton R. Metealf for five 
years, as Secretary-Treasurer of this Society, 
I declare him duly elected to that office. 


We will now proceed to the election of the 
rest of the list. What is your pleasure? 


Dr. THomas W. Luce: I move that the Seec- 
retary cast one ballot for the remaining nomi- 
nees. 

This motion was seconded and carried, unan- 
imcusly. 


SecRETARY Metcaur: I have cast the ballot. 


SPEAKER WoopMAN: The Secretary having 
cast one ballot for the list of names as pre- 
sented by the Nominating Committee, I declare 
them duly elected. 


Dr. H. O. Smrri: The Committee on Amend- 
ments to the Constitution recommends the adop- 
tion of the proposed new Section 4 of Chapter I 
of the By-Laws: 


‘*A member convicted of a crime pun- 
ishable by imprisonment in a state or fed- 
eral prison shall be automatically ex- 
pelled.”’ 


The sections following to be renumbered. Sub- 
mitted by Henry O. Smith and Thomas W. 


Luee. 
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SPEAKER WoopMAN: All those in favor of 
the motion, as stated by Dr. H. O. Smith, will 
please signify by saying ‘‘aye’’. 

There was a chorus of ‘‘ayes’’ and the mo- 
tion was carried. 


Dr. H. O. Smitn: The Committee on Amend- 
ments to the Constitution and By-Laws ree- 
ommends that the component county societies 
amend Chapter I, Section 8, of the model by- 
laws, drawn up for their adoption by inserting 
after the first sentence the words: 


‘*A member who is convicted of a crime 
punishable by imprisonment in a state or 
federal prison shall be automatically ex- 
pelled.’’ 


The Seeretary of the State Society is re- 
quested to send a copy of the vote to the Secre- 
tary of each component Society and to urge 
that the county societies adopt the amendment 
in question. 

This motion was duly seconded and carried. 


SeEcRETARY Metcanr: I was approached yes- 
terday by the Secretary of the Women’s Auxil- 
lary, who asked me whether it would be permis- 
sible for the Auxiliary to call upon the Speak- 
ers’ Bureau occasionally for a medical speaker 
to talk, not before the various county auxil- 
laries, necessarily, but before groups of women 
in the various communities, such as the League 
of Women Voters or women’s clubs or other or- 
ganizations of that sort. 


Dr. F. E. Kirrrence: I think it is some- 
thing that should be encouraged. I don’t be- 
lieve you can find any better way of getting 
medical thoughts, and _ possibly legislative 
thoughts, too, before the women of the State, 
not connected with the auxiliary, than this. 


Dr. Witkins: I want to approve also. I 
think that by this method, we can build up a 
considerable number of speakers throughout the 
State, who are going, to be very helpful in 
spreading health information. 

I talked to a group of women yesterday on 
Cancer and a cancer educational proposition. 
There were women there, representing organiza- 
tions from all over the State and I took the 
liberty of telling them that they could eall upon 
the Directors of the Clinics in each separate 
city throughout the State for speakers. This 
group, with reference to the Speakers’ Bureau, 
ean do the same sort of good. 


SPEAKER WoopMAN: The sentiment in this 
matter is obvious. The State Medical Society 
stands ready to co-operate. 


Dr. F. E. Kitrrrence: I move that the See- 
retary be instructed to inform the officers of 
the Women’s Auxiliary that the Speakers’ Bu- 


reau of the State Medical Society will be open 
to them, and that they be encouraged to make 
use of the Bureau. 

This motion was duly seconded and carried. 


Dr. Paut Dye: I move that the Committee 
on Medical Economies be instructed to poll the 
doctors throughout the State, and, on the basis 
of their findings, draw up a minimum fee list 
throughout the State, and that each doctor who 
is a member of the State Society receive a copy 
of this minimum fee list. 


PRESIDENT Appott: I think that is a very 
good suggestion, because I know there is a great 
variation in fees charged in different places. 


Dr. Grorce C. Witkins: I disagree because 
I have had some experience in making out fee 
lists for the City of Manchester and for Hills- 
borough County. It always creates a great deal 
of difficulty. I don’t think that a fee list that 
would fit Manchester, Nashua and Concord 
would be suitable for some parts of Coos Coun- 
ty, and even in some parts of Hillsborough 
County. 

I think that the answer to the fee list is the 
local fee list, and not a widespread fee lst 
that covers a large territory with a varying 
population and a varying income. 

I think that if any inquiry were to be made, 
such as suggested by Dr. Dye, it should be 
made through the organized medical societies of 
the State, rather than through individuals. 


Dr. F. E. Kirrrepce: I have heard fee lists 
discussed and discussed, but I have never seen 
a fee list that was ever lived up to; in fact, it 
was hardly ever considered. 

I think that every part of the state shoul 
consider its own fee list. The doctors in a com- 
munity know best the conditions where they live, 
and we know best the conditions where we live. 


Dr. W. J. Paut Dye: Mr. Speaker, I was 
asked to bring this matter up, largely in the 
nature of stimulating some discussion, inasmuch 
as there have been so many different fee lists. 
It might save disagreement in the future if 
there was an average list. 


SPEAKER WoopMAN: Those who are in favor 
of the motion will signify by saying ‘‘ave’’, 
There was no response. 

Those who are of contrary mind will say 
no’’, 

There was an overwhelming ‘‘no”’ vote, and 
the motion was lost. 


SPEAKER WoopMAN: The next item of busi- 
ness is the selection of the place for our next 
Annual Meeting. What is your pleasure? 


Dr. W. J. Paut Dye: I move that our next 
meeting be held in Manchester. 


This motion was duly seconded and carried. 
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Secretary MetcauF: Mr. Speaker, I move 
that a vote of thanks be extended to the Man- 
chester Medical Society, to our guests, to the 
State Board of Health, to the Exhibitors and 
to all those who have contributed to the success 
of this meeting. 

This motion was duly seconded and ¢arried. 
SPEAKER WoopMAN: Is there any further new 
business to come before the meeting? If not, a 
motion to adjourn is in order. 

SecreETARY I move that we ad- 
journ. 

This motion was duly seconded and carried. 
[ Whereupon, the Wednesday morning session 
of the One Hundred and Forty-Fifth Annual 
Meeting of the House of Delegates was ad- 
journed at nine-fifty o’clock in the morning, on 
May 27, 1936.) 


RECENT DEATHS 


TAFT—Atpert H. Tarr, M.D., aged twenty-nine, 
who for a little more than a year practiced medi- 
cine in Hillsboro, died at the Margaret Pillsbury 
Hospital, Concord, N. H., on April 21, 1936, after a 
short illness with a septic throat. 

Born in Winchester, he was educated at Win- 
chester High School, the University of New Hamp- 
shire and McGill University. 

Survivors are his parents, Mr. and Mrs. DeFor- 
rest Taft, of Winchester; three sisters, Mrs. Walter 
Conlon, of Framingham, Mass.; Mrs. Willard Holt, 
of Epping, and Miss Alberta Taft, of Winchester. 


ANDERSON—Harry Epwarp ANDERSON, M.D., died 
of coronary heart disease with complications at Mil- 
ton Mills, N. H., on April 22, 1936. He was the son 
of Edward A. and Nettie Purinton Anderson and 
was born in Limington, Maine, April 1, 1887. He 
graduated from Limington Academy and was grant- 
ed the degree of M.D. by Bowdoin Medical School in 
1910. 

He began practice in Milton Mills, N. H., and 
continued there with one or two interruptions until 
1928. He served from August to December, 1918, 
as First Lieutenant in the Medical Corps at Camp 
Greenleaf, Georgia. He was Assistant Superin- 
tendent at Ring Sanatorium and Hospital, Arlington 
Heights, Mass., from 1918 to 1920. In 1928, he went 
to Somersworth, N. H., and practiced there until 
April, 1935, when he retired because of ill health. 
On August 21, 1912, he married Miss Abbie Small, 
of Limington, Maine. There were no children. 

Dr. Anderson was a member of Strafford County 
and the New Hampshire State Medical Societies and 
the American Medical Association. He was a 32nd 
degree Mason, a member of Bektash Temple, Nobles 
of the Mystic Shrine, the Odd Fellows and the 
Knights of Pythias, of which he was Past Grand 
Chancellor for the State of New Hampshire. He 
belonged to the American Legion, Forty and Eight. 


He is survived by his widow, Mrs. Abbie Ander- 
son, of Milton Mills; two sisters, Clara and Helen 
Anderson, of Malden, Mass.; one brother, Dr. Justin 
Anderson, of Somersworth, and an uncle, Byron S. 
Anderson, of Limerick, Maine. 

By his pleasing personality Dr. Anderson won 
many friends both in the medical profession and 
the laity. His constant attendance at medical meet- 
ings showed his abiding interest in his profession 
and his early demise is but another reminder of the 
price so often paid for accepting the trials and re- 
sponsibilities of a hard country practice. 


CHASE—Ezra C. CHASE, M.D., of Plymouth, N. H., 
one of the oldest practicing physicians in that sec- 
tion and a man widely known throughout New Eng- 
land because of his keen interest in his profession 
and in other activities, died at his home on High- 
land Street, Plymouth, late Monday afternoon, May 
25, 1936. He had just returned from a ride and was 
enjoying his newspaper when the end came. 

Dr. Chase was born in Piermont, October 10, 1857, 

the son of Daniel and Lavina (Clement) Chase, 
descendants of two of New England’s old families. 
His early years were spent in that vicinity where 
he attended the public schools of Piermont. Upon 
the completion of the early courses of study, he 
began his career by working on a farm. His desire 
was to become a physician and finally he was able 
to enroll as a student of the Eclectic Medical Col- 
lege in Maine. At the time of his enrollment, the 
college had been in existence only six years and 
thus he had the honor of being one of the earliest 
graduates, receiving in 1884 the degree of doctor of 
medicine. 
He first began his career as physician and sur- 
geon in Orford, where he practiced successfully for 
twenty-three years. In 1907 he moved to Plymouth 
where he continued his profession until the time of 
his death. 


Dr. Chase was also active in civic and social af- 
fairs. While in Orford he served two terms as rep- 
resentative to the State legislature and as repre- 
sentative from Plymouth for one term. For several 
years he served as medical &xaminer for the schools 
of Plymouth. Fraternally he was affiliated with the 
Olive Branch Lodge, Free and Accepted Masons, the 
Royal Arch Masons, the Royal and Select Masters 
and the Ancient Accepted Scottish Rite and Knights 
Templars. 

Dr. Chase married first, Miss Margaret Brooks and 
to them were born three children. 
in 1922. Some time later Dr. Chase married Miss 
Minnie Ramsay, a graduate of the Woodsville Hos- 
pital training school for nurses, who served as 
Plymouth’s school nurse for some years. 

Dr. Chase is survived by his widow, Mrs. Minnie 
(Ramsay) Chase; a daughter, Mrs. Eda Brown, wife 
of Dr. Lester Brown of Laconia; two sons, Dr. Dan- 
iel Chase, of Orlando, Fla., and Bernard B. Chase, 
of Concord, member of the State Liquor Commis- 
sion. 


Mrs. Chase died 
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MISCELLANY 


A DESERVED HONOR 
Science reports that Dr. John W. Bowler of Dart- 
mouth College has been made Emeritus Professor of 
Hygiene and Physical Education. 


STRAFFORD COUNTY MEDICAL SOCIETY 

A meeting of the Strafford County Medical Society 
was held at the City Hotel in Rochester, on April 
29, 1936, at 10:30 a. m. The meeting was conducted 
by the President, Dr. E. G. Marcotte. The business 
was transacted promptly. One new member, Dr. 
H. A. Almond of Rochester, was admitted. The 
necrologist reported the death of Dr. Harry E. An- 
derson of Milton Mills, recently of Somersworth, 
N. H., and paid him a splendid tribute. 

The meeting adjourned for luncheon at 12 o'clock, 
after which a very fine paper on Obstetrics was read 
by Dr. Benjamin P. Burpee of Manchester, N. H. 

EpNA WALSH, M.D., Secretary. 


HILLSBOROUGH COUNTY MEDICAL SOCIETY 


The twenty-fourth semi-annual meeting of the 
Hillsborough County Medical Society was held at the 
Nashua Country Club, Nashua, N. H., on April 28, 
1936. T. H. Kalil and John B. Wlodkoski, both of 
Manchester, N. H., were elected to membership in 
the society. Henry L. Stickney was elected to honor- 
ary membership, and the House of Delegates of the 
New Hampshire Medical Society was asked to make 
him an affiliate member of that society. The deaths 
of Maurice Stark and Albert E. Taft were reported 
and suitable resolutions were adopted. W. T. 
Rahmanop has transferred his membership from the 
Strafford County Medical Society to this society. 

F. E. Kittredge, Vice-President of the New Hamp- 


shire Medical Society, told of the proposed changes 
in the meetings of the state society and, after a full 
discussion, it was voted to instruct the delegates 
to act favorably on the proposal to devote at least 
one of the morning sessions to small group meetings, 
following the plan of the Maine Medical Association. 

C. R. Metcalf, secretary of the state society, said 
that the physicians should become more interested 
in politics, and urged that at least one or two men 
from the county society be candidates for represen- 
tative in the legislature. 

‘Dr. Clifford L. Derick, of Boston, read an excellent 
paper on “Staphylococcus Infections and Their 
Treatment.” He discussed the subject as a whole, 
but stressed particularly the use of the staphylococ- 
cus antitoxin and staphylococcus toxoid. Dr. Elmer 
J. Brown of Manchester, N. H., spoke on “The Medi- 
cal and Surgical Treatment of Prostatism.” He 
urged a thorough study of this group of cases, and 
stated that with proper preparation, the mortality 
rate from rostatectomy is low. 


NEW HAMPSHIRE BIRTHS, MARRIAGES, 
DEATHS AND DIVORCES, IN 1935 


Births reported during 1935 numbered 7,767, 97 
less than were reported in 1934. Rate per 1,000 es- 
timated population for 1935 is 16.30; 1934, 16.58. 

Marriages in 1935 numbered 7,232, 28 less than 
in 1934. Rate for 1935 is 30.36; 1934, 30.62. 

Deaths reported during 1935 numbered 6,530, an 
increase of 132 over 1934. Rate for 1935 is 13.70; 
1934, 13.49. 

Divorces reported in 1935 numbered 763, an in- 
crease of 26 over 1934. Divorces in 1935 affected 
751 minor children. Divorces in 1934 affected 696 


minor children.— Bulletin, New Hampshire State 
Board of Health. : 
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RURAL HEALTH PROBLEMS, TH THE PROBLEMS Li aecreeeecatilinte 
AND THEIR CONTROL* 


BY WARD WOOLNER, M.D.t 


: gee ONE who has been in any way inter- 


ested in the administration of a health de- 
partment, even in a small center, knows very 
well that there are many health problems, and 
that the proper method for the control of these 
various activities has not been discovered. In 
our large urban centers with a full-time health 
service, including specially trained doctors, 
nurses, technicians and inspectors, many health 
problems are being controlled. In many rural 
centers, and by rural centers, I mean townships 
and villages, very little has even been attempted 


*Read at the Annual Meeting of the Vermont State Medical 
Society at Rutland, October 18, 1935. 


+Woolner, Ward—Medical Officer of Health, Ayr, Ontario. 
For record and address of author see “This Week's Issue,” 
page 1322. 


to solve them. In Ontario we have only one 
rural health center where four counties have 
been grouped. There are forty-four counties in 
Ontario. In the United States of America, out 
of 2500 rural counties only one-fifth or five hun- 
dred, have any form of organized health serv- 
ice. Only about fifty have budgets and _ per- 
sonnel of reasonable adequacy. Only about one 
dozen have health organizations comparable 
with what is considered necessary in a city. 
Through the generosity of the Milbank Me- 
morial Fund, with state and county assistance 
a wonderful county health unit has been estab- 
lished in Cattaraugus County in New York 
State. Under Federal control a large part of 


the state of Tennessee is receiving rea rural 
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health service. Under these units the rural 
health problems are or will be adequately con- 
trolled. These are, unfortunately, the excep- 
tions. Until state and municipal finances are 
in a more flourishing condition, we cannot hope 
to solve all our problems but we must not fail 
in our attempts to carry on and we must use 
our present health machinery to its full ca- 
pacity. 

In discussing the various rural health prob- 
lems. you will pardon me if I refer to my own 
work. This, unfortunately, is the only health 
activity I feel capable of presenting fairly ac- 
curately to you. 

Here are a few of the rural health problems 
with which we have to deal: 

(1) Water Supply. 

(2) Sewage Disposal. 

(3) Milk Supply. 

(4) Control and Prevention of Communi- 
cable Diseases ; Diphtheria, Smallpox, Scarlet Fe- 
ver, Infantile Paralysis, Tuberculosis, and 
Venereal Diseases. 

(5) Prenatal Care. 

(6) Medical Inspection of School Children. 

(7) Laboratory Work. 

(8) Social Service. 


Water Supply 


The water supply in rural districts is largely 
from wells (drilled or dug). In our cities the 
public water supply is always under control 
and with any suspicion of contamination, is 
treated chemically usually by using liquid 
chlorine. (The orthotoluidine test will tell us 
if we are using the right amount of chlorine.) 
With one well to every four or five of our pop- 
ulation or five hundred wells for a township of 
2500 people, it is simply impossible to test an- 
nually the water, from all these wells, chemi- 
cally and bacteriologically. Only when we have 
cases of typhoid or some other intestinal disease 
and a cause must be found, do we test the water. 
The water from each school well is examined 
yearly as part of the routine under health reg- 
ulations. However, the residents in our rural 
sections are being educated to the advantages 
of pure water. Many farm wells today are wa- 
ter-tight for the upper six to ten feet and near- 
ly all have conerete covers. Our school wells 
are all built in this way today. Thirty years 
ago typhoid fever was one of the diseases we 
were sure to be treating in the township homes 
in September or October. Now we seldom see a 
ease. The knowledge of the care taken of the 
water supply in the cities and that of the school 
wells has spread to all rural homes and the 
farmer is just as anxious to keep well as the 
city resident. Health articles in the press on 
water supplies and the knowledge given to the 
children in the schools will help to control the 
danger of rural water supplies. 


Sewage Disposal 


Here, too, the rural dweller is gradually learn- 
ing of the dangers to health in open pit-closets 
or in the otherwise careless disposal of human 
excreta. In our rural schools we are demanding 
chemical closets or, where electricity is available 
to pump the water, -we have flush closets with 
septic tanks. The taxpayer has to pay these 
bills and demands to know why these innova- 
tions are required. Then he learns the advan- 
tages, earries the ideas into his home ant 
many rural homes in my township have flush 
closets with properly built septic tanks and 
disposal beds. The farmer is anxious to pre- 
serve his pure water supply by proper disposal 
of sewage. Occasionally we do have serious 
trouble in our townships from the deposit of 
untreated city sewage in our streams, but this 
nuisance is passed to the state health authori- 
ties to control. 


Milk Supply 


In no part of our health work have we made 
more rapid strides, in recent years, than in the 
supervision of our milk supply. At first, the 
milk producers and milk dealers resented the 
regulations for the control of milk, but today, 
they are nearly all anxious to co-operate. An 
accredited herd is the hope and aim of every 
good dairy farmer. The dairies and stables 
from which milk is delivered to the vendors in 


our villages, towns or cities must comply with: 


rigid regulations. The advantages of pasteuri- 
zation are known even in rural homes. Whether 
he supplies milk to an urban dairy or to a fae- 
tory the good farmer is anxious to have healthy 
cows, clean stables, clean milkers and sterile 
utensils. The teaching of our pediatricians that 
boiled milk digests more easily than raw milk 
has helped to keep down milk-borne diseases in 
the farmer’s home. How few children we see 
today with the bovine type of tuberculosis! 
Surely the safeguarding of the milk supply has 
been responsible. By the continued education 
of our people our milk supply is being made 
safe. 


Control and Prevention of Communicable 
Diseases 


I cannot go over the whole field, but I will 
diseuss a few diseases, over which we have con- 
trol. Diphtheria should and could be one of 
the diseases of the past if doctors, health work- 
ers and parents would do their duty. If we 
could immunize with diphtheria toxoid every 
child over six months of age and under eleven 
years, from 90 per cent to 98 per cent of our 
children would be safe from this dread disease. 
In fact, if we gave toxoid to all the children of 
preschool age, diphtheria would soon die out. 
In my own municipalities we had, in 1933, 95 
per cent of all school children treated with three 
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doses of toxoid. Fortunately we have a health 
nurse whose assistance is invaluable in obtain- 
ing the consent of the parents. Refusal is al- 
most unknown. We have always made an ef- 
fort to receive the whole-hearted support of the 
other physicians in the community in every im- 
munizing campaign and we find that the family 
doctor’s goodwill helps us very materially. In 
rural areas we have found it necessary to give 
toxoid in the schools. We do feel that in urban 
centers the family doctor should find a larger 
place in the health program. In Detroit and 
in many other parts of Michigan, where the 
Kellogg Foundation is assisting in health work, 
the family doctor is getting a chance to share 
in the work and in the remuneration. He sets 
aside a certain hour each week when the chil- 
dren of his clientele are sent to his office to 
receive toxoid, vaccination, ete. He collects a 
reduced but definite fee from those who can 
pay. The municipality pays him a small fee 
for others. In Vancouver, British Columbia, 
the family doctors are giving toxoid to all 
children when they reach the age of six months 
in accordance with a plan developed by the De- 
partment of Health of the city. Certain centers 
in the United States and in England are using 
the family doctor to assist the Health Depart- 
ment in this preventive work. These centers 
report a better feeling between the doctors and 
the health departments. Co-operation between 
the therapeutic and preventive branches of 
medicine should be our constant aim. In our 
rural work we have not undertaken to do any 
systematic Schick testing, knowing from numer- 
ous published papers of the highly satisfactory 
immunizing power of the unmodified diphtheria 
toxoid, which is supplied by our Provincial De- 
partment of Health. (Alum precipitated toxoid 
is not used in Canada.) 


Smalipoxr 


Vaccination against smallpox is carried out 
in the country schools on the same plan as our 
toxoid campaign. We tried for years to have 
the children vaccinated during the summer va- 
cation, but only about one per cent responded. 
The offer of free vaccination in the school 
brought us 90 per cent of the children including 
many of preschool age. 


Scarlet Fever 


It would be my opinion that generally it is 
now agreed that five doses of diluted scarlet 
fever toxin will immunize at least 75 per cent 
of the children (negative Dick test) and that an 
additional dose will raise this figure very con- 
siderably. The value is shown by Dr. Hannah 
of the Sick Children Hospital, Toronto, in wip- 
ing out scarlet fever among nurses. It is, proba- 
bly, not a measure for schools. It is for the 
practitioner to use among his families. 


Infantile Paralysis 

I will only mention this disease for we have, 
as yet, neither a sure preventive nor a specific 
treatment. We use immune blood serum in 
Ontario, but I cannot see any definite results. 
The eases are usually in the paralytic stage 
when I see them, or, if no paralysis develops, I 
doubt my diagnosis. We all hope some definite 
findings will be made soon. Few contributions 
to our knowledge of the epidemiology of this 
disease have equaled the pioneer investigations 
of Dr. Caverly made in this state of Vermont 
during and following the serious outbreak of 
1894. In Rutland, alone, 132 cases were re- 
ported and intensively studied. 


Tuberculosis 


This is a serious health problem in city and 
rural districts alike. In my early days in prac- 
tice I always had active pulmonary cases under 
my care. Now, we send all of these patients to 
our county sanatorium for treatment. The con- 
tacts are visited regularly by our health nurse 
and taken to a clinic in a nearby city or to the 
sanatorium for examination and x-ray as long 
as seems necessary. The cost of the care and 
treatment of the indigent patients is borne by 
the municipality and provincial department of 
health. The rich can easily pay for their own. 
The large middle class of farmers and villagers, 
who do not want charity or would be refused, 
if they asked for help, have a serious time 
meeting the payment of $1.50 a day, which may 
be continued over a period of years. (This 
$1.50 a day is the only charge for rich and 
poor alike and all have the same class of rooms 
and food.) Surely the time has arrived in civ- 
ilized Christian countries, when men need not 
mortgage their homes to give the sick one a 
chance to regain health. We should remember 
that the isolation of the active cases in a sana- 
torium may save many others in that home, or 
in our own homes. The province of Saskatche- 
wan with a population of 960,000 has seen the 
need of the state’s taking full charge of the 
cases of tuberculosis. The health department 
not only provides free care in sanatoria for all, 
but maintains an organized follow-up service, 
as well, of all contacts. After ten years of this 
effective effort their beds now are not all needed 
and their death rate from tuberculosis has 
dropped to 30.3 per 100,000 in 1934, the lowest 
rate in Canada and one of the lowest recorded 
anywhere. It should be remembered, in this 
connection, that the Indian population, very 
small in numbers, contributes 20 per cent of all 
tuberculous deaths. 

Through the examination of dairy cattle and 
the pasteurization of milk, human tuberculosis 
of the bovine type occurring in children has 
been greatly reduced. 

To control this health problem of tubereculo- 
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sis, I would recommend the testing of all school 
children with tuberculin and a further exam- 
ination and x-ray of those reacting to the test. 
In Ontario, we now demand a tuberculin test 
and, if it is thought necessary, an x-ray of all 
girls entering training schools for nurses. Stud- 
ies have shown that six per cent of nurses in 
several general hospitals in Ontario have devel- 
oped tuberculosis. I would suggest traveling 
clinics with portable x-ray outfits to visit all 
the larger cities monthly. In this way our rural 
eases could be examined. The state should bear 
the full cost of the care and treatment of all 
eases of tuberculosis requiring institutional at- 
tention. 


Venereal Diseases 

These are not a serious problem in our rural 
districts. We do have an oceasional family with 
congenital syphilis but the treatment is most un- 
satisfactory for several reasons. Cases in coun- 
try districts are best treated in a clinic supported 
by the state. 
Prenatal Care 

If mothers live several miles from the family 
doctor, prenatal care becomes a difficult prob- 
lem. They are becoming increasingly aware of 
the advantages of visiting their doctors early and 
often. Should the mother have no means of 
transportation, our nurse will convey her to 
the doctor. The co-operation of the doctor and 
the continued education of mothers through the 
press, by pamphlets and by radio together with 
the services of the public health nurse, are the 
only ways by which we can improve our prob- 
lem of having every mother receive prenatal 
eare. Forty-four per cent of the maternal 
deaths in rural Ontario in 1933 had not had 
prenatal care; eighteen per cent had had Cae- 
sarean section. 


Medical Inspection of Children in Rural Schools 


Our provincial regulations require the medi- 
eal officer of health to make annually, a care- 
ful inspection of the school premises but the 
school children are not necessarily included. 


However, I feel that the children in rural schools | 


have the right and often have more need of a 
medical examination, than their city cousins. 

Our people are usually anxious to have the 
defects found and corrected. The only solu- 
tion for the medical inspection of children in 
rural schools is a full-time county health serv- 
ice. 


Laboratory Work 


Branch diagnostie laboratories have been 
placed in a number of the cities in Ontario sup- 
plementing the services of the Central Provin- 
cial Laboratory. No doctor is many hours from 
a center where his needs may be promptly sup- 
plied. These laboratories supply us with many 
biological products including insulin, liver ex- 
tract, various antitoxins, toxoid, vaccines, ar- 
senical, bismuth and mercury preparations as 
well as diagnostic outfits for mailing blood, 
urine, fecal matter for suspected typhoid, swabs 
from throats and blood for sugar or culture, 
and so forth to the laboratory. 


Social Service 


This is not so serious a problem in rural dis- 
tricts as in our large cities. Since 1930, with 
many families receiving relief, our health nurse 
is forced to spend many hours a week among 
these people. A county health service could 
correlate the work of various social agencies and 
co-operate in the provision of medical services. 

Finally, if we are to solve these many rural 
health problems there are certain definite goals 
for which we must strive. 


1. Health departments must work with and 
receive the full co-operation of the family doc- 
tors. 

2. We must have, as soon as possible, full-time 
health services financed jointly by the state 
and the municipality. 

3. In rural areas the county health service 
seems the logical unit. The Cattaraugus Coun- 
ty Unit demonstrates what can be accomplished. 
4. The state should accept full financial re- 
sponsibility for the care and treatment of pul- 
monary tuberculosis. 
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MEDICAL PROGRESS 


PROGRESS IN PSYCHIATRY FOR 1935 


BY JACKSON M. 


HOUGH the field of psychiatry cannot boast 

of any astounding discoveries during the 
year 1935, it has continued to accumulate data 
which add te our understanding of the multi- 
tude of factors that enter into the formation 
of human personality. Contributions from in- 
vestigators in many fields and improvements in 
technique continue to be put before the psychi- 
atrist. 

In the field of therapy one of the most sig- 
nificant advances in psychiatry is the fever 
treatment of dementia paralytica. It is well 
established that cases of dementia paralytica are 
benefited by malarial fever but the mechanism 
through which this mode of treatment operates 
remains a source of controversy. The hypothe- 
sis that the elevation of temperature is respon- 
sible for the favorable therapeutic results in 
these patients has instigated the development 
of a variety of mechanical fever-producing de- 
vices. The diathermy method has been popular 
in many clinics. 

What seems to be a fair summary of our 
present knowledge of this form of treatment 
has been recorded by Epstein, Solomon, and 
Kopp.’ Together with a series of their own 
cases these authors have tabulated the reports 
of all the series of cases of dementia paralytica 
treated with diathermy and related forms of 
mechanically produced hyperpyrexia. The re- 
sults vary greatly. The extremes in the varia- 
tions may be noted in the report of Freeman, 
Fong and Rosenberg who observed no good re- 
missions in a series of fifty cases and the results 
of Neymann and Koenig who reported twelve 
good remissions and thirty-eight partial remis- 
sions out of a total of fifty cases treated with 
diathermy. In all, Epstein, Solomon, and Kopp 
collected 648 cases from the literature. Of this 
number 177 cases were considered to have good 
remissions and 260 cases as having partial re- 
missions. 

From their own series of thirty-three cases 
who were given diathermy between February, 
1931 and February, 1934, and whose therapeu- 
tie results were analyzed in February, 1935, Ep- 
stein, Solomon, and Kopp found that eight 
patients improved and returned to work, seven 
improved but not to a degree that would enable 
them to be _ self-supporting. Four patients, 
while remaining hospitalized, were judged to 
be improved, four patients showed no improve- 

*Thomas, Jackson M.—Chief Medical Officer, Boston Psycho- 


pathic Hospital. For record and address of author see “This 
Week's Issue,"’ page 1322. 
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ment, and ten died. One case out of the series 
suffered a clinical and serologic relapse four 
years after diathermy treatment. There was a 
correlation between the clinical status and the 
reaction of the spinal fluid. In comparing their 
clinical results in patients treated with malaria, 
artificial hyperpyrexia and tryparsamide these 
investigators observed the best remissions in 
about 45 per cent of the cases treated with 
malaria, in 42 per cent of the cases treated with 
tryparsamide and in only 27 per cent of those 
who received artificial hyperpyrexia. Twenty- 
two per cent of the diathermy series showed 
normal spinal fluid following treatment while 
37 per cent of the spinal fluids were rendered 
normal in the cases treated with malaria and 
tryparsamide. 

Epstein, Solomon, and Kopp concluded that 
artificial fever produced by diathermy is of 
value in the treatment of dementia paralytica, 
but in the manner in which they used it this 
form of treatment is not so efficient as malaria. 
From a practical aspect they call attention to 
the many complications which may arise in 
the method of diathermy. 

That induced hyperpyrexia is of little value 
in the treatment of the manie depressive and 
schizophrenic reactions has been called to our 
attention again in 1935 by Somogyi? of Buda- 
pest. 

Improved methods of encephalography have 
increased efforts to discover gross pathological 
changes in the psychoses. In the psychoses 
which are recognized as being symptomatic of 
organic brain disease the encephalogram has 
proved to be of immense confirmatory and lo- 
ealizing value. Cortical atrophy and ventricu- 
lar changes. associated with cerebral arterio- 
sclerosis, senility, chronie alcoholism, epilepsy, 
brain tumor, and subdural hematoma are well 
known. On the other hand, investigators work- 
ing with schizophrenic and manic depressive 
psychoses have presented us with some very 
uncertain data. For example, Rudolf Lemke,’ 
working in the Psychiatric and Nerve Clinie of 
the University of Jena, asserts that out of 100 
schizophrenics on whom he did encephalograms 
eighty-four showed abnormal cortical findings. 
Fifty of these eighty-four patients exhibited an 
internal hydrocephalus. A comparison of the 
lateral ventricles, as depicted by the encephalo- 
gram, showed a definite asymmetry in all 
cases—in the majority of the cases the left ven- 
tricle being the larger of the two. 

From this material Lemke assumes that the 
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gravity of the disorder (schizophrenia) runs 
parallel with the encephalographically depicted 
brain anomalies, but he emphasizes that the 
duration of the schizophrenic process and the 
ventricular and cortical changes are independ- 
ent of each other. Repeated encephalograms done 
at long intervals upon the same patients showed 
no variations from the original findings, despite 
the fact that the disease process continued to 
grow worse. ‘‘These two important results of 
my investigations, the independence of the 
encephalographie findings from the duration of 
the process and the negative results of repeated 
enc2phalographie studies lead me to the assump- 
tion, that the asymmetry of the brain ventri- 
eles, their frequent dilatation and the often en- 
countered cortical changes have not developed 
secondarily, that they are not results of the 
schizophrenic process but exist as predisposing 
factors that these brain anomalies in- 
fluence the course of the schizophrenic disorder 
unfavorably.’’ Lemke regards the anomalies as 
being congenital in origin and believes that 
when they are noted in the presence of tainted 
heredity and eccentric prepsychotic personality 
traits they connote an unfavorable prognosis. 

In this country Moore, Nathan, Elliott, and 
Lanbach* have reported encephalographiec stud- 
ies on schizophrenic, as well as other psychoses. 
These authors also report definite ventricular 
and cortical changes. Their findings are at vari- 
ance with those of Lemke. For example, Lemke 
found no alterations in the encephalographical- 
ly depicted anomalies when the examinations 
were repeated on the same patient eight years 
after the first studies. Moore and his asso- 
ciates noted that five of their series of seventy- 
one patients who had repeated encephalograms 
‘deteriorated in characteristic praecox fashion 
during the interval of encephalography’’. The 
second set of encephalograms in these patients 
show an increased pathology in the form of 
further enlargement of the ventricular systems 
and cisterns and in some cases increased cor- 
tical atrophy. 

If we bear in mind the complexity of the 
schizophrenic disorder, the multitude of patho- 
logical sections of brain from these patients 
which have failed to exhibit any constantly re- 
curring anomalies and the number of difficul- 
ties arising in the technique of performing and 
interpreting encephalograms, we will not be 
misled by reports such as these of Lemke and 
Moore. So far as I know there is no recorded 
series of accepted normal encephalograms, and 
until we are more certain of the appearance of 
normal variations in encephalograms I think 
we are treading upon thin ice if we assume that 
unusual encephalographie findings in schizo- 
phrenia always indicate gross brain pathology. 
A recent review of 800 encephalograms by Le- 
mere and Barnacle’ emphasizes the multitude 


of normal variations to be encountered in en- 
cephalograms. 

Those interested in the problem of psychi- 
atric classification will find Rachlin’s® follow-up 
study of Hoch’s benign stupors of much inter- 
est. Hoch’s well-known Monograph appeared 
in 1921. This work depicts a series of cases 
manifesting psychoses characterized by inac- 
tivity, apathy, negativism and disturbance of 
intellectual functions. Often these symptoms 
were accompanied by slight elevations in tem- 
perature, leucocytosis and ideas pertaining to 
death. Hoch removed these cases from the 
schizophrenic group, classified them with the 
manic-depressive reactions and gave them a 
good prognosis. In November, 1935 Rachlin 
published a follow-up study of Hoch’s cases. 
The majority of the patients living at that time 
were between forty-five and sixty vears of age. 
Of the forty cases referred to by Hoch, Rach- 
lin has been able to identify nineteen through 
hospital records (Manhattan State Hospital), 
but he succeeded in tracing only thirteen. Of 
the thirteen traced nine are living (six are 
in state hospitals), three are residing in their 
homes (1934), and four died (two died in state 
hospitals and one was deported to Ireland). 
The readmission of so many of the cases to hos- 
pitals and their subsequent courses led Rachlin 
to reclassify many of Hoch’s cases with the 
schizophrenics. For details of Rachlin’s fol- 
low-up study it is suggested that those who 
are interested in stupors consult his article after 
re-reading Hoch’s Monograph. 

It is futile to become involved in a discussion 
as to whether a case is manic-depressive or 
schizophrenic. These terms carry almost as 
many different connotations as there are clinics 
working with psychotic patients. For this rea- 
son I see little to be gained by reclassifying 
Hoch’s cases with the schizophrenics as Rachlin 
has done. What seems more important is the 
fact that the great majority of Hoch’s cases ex- 
perienced remissions of long durations (one pa- 
tient as long as twenty-five years and others 
ten to fifteen years except for brief periods). 
Certainly there are other types of stupor reac- 
tions which are not followed by remissions of 
this nature. Hoch’s stupor cases may not have 
run such a benign course as he thought they 
would undergo; on the other hand, we should 
not forget that Hoch recorded a masterful de- 
scription of a type of reaction with which we 
are familiar today. 

In 1929 Huhnerfeld’ injected hematoporphy- 
rin, a photosensitizing decomposition product of 
hemoglobin into rabbits and found that after 
ten minutes they became livelier, reacted strong- 
ly to stimuli and showed no fear. This same 
investigator later treated depressive psychoses 
by means of hematoporphyrin (photodyn) and 
reported favorable results. Since the publica- 
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tion of Huhnerfeld’s work, foreign literature 
has contained several favorable reports of hem- 
atoporphyrin therapy. In this country Strecker, 
Palmer, and Braceland*® have published favor- 
able results. Of the 1935 reports of Notkin, 
Huwdldart and Dennes,® Steinberg’? and Angus," 
only Angus was impressed by the use of hemat- 
oporphyrin in depressive psychoses. Out of a 
series of forty-one cases ‘‘whose chief symp- 
tom was depression’’, this investigator found 
that six manic-depressives, one schizophrenic, 
and one psychoneurotie recovered or were much 
improved. Of the balance ten were improved, 
five showed slight improvement and eighteen 
were unaffected. 

Notkin treated ten cases of schizophrenia and 
ten cases of involutional melancholia with hem- 
atoporphyrin. Only one case in the melan- 
cholic series showed any considerable clinical 
improvement; three showed mild transitory im- 
provement; none of the schizophrenics im- 
proved. Steinberg’s series of fourteen cases 
included only two who could be regarded as 
improved and one of these suffered a relapse 
six months later. With Whitehorn, Anthoni- 
sen, and Rose, I observed a limited number of 
depressions (MeLean Hospital) who received 
hematoporphyrin treatment. During the treat- 
ment only one patient improved but since 
she had recovered from a _ previous depres- 
sion in approximately the same period of time 
without drug treatment we could not attrib- 
ute her second recovery to hematoporphyrin. 
The contro] of drug treatment in the manic- 
depressive psychoses is exceedingly difficult. So 
many of these patients recover without any 
specifically directed form of treatment, even 
after they have remained in institutions as long 
as ten years, we must be extremely cautious in 
attributing improvement or recovery to a drug 
until all of the variables have been weighed 
carefully. 

The remarkable electrical disturbances aris- 
ing in the brain, the potential oscillations or 
‘‘Berger rhythm’”’ of Adrian, continue to oc- 
cupy the attention of many investigators. It 
seems well established that these potential waves 
which were recorded first in man by Hans Ber- 
ger in 1929? arise in the cortex but there still 
persists considerable difference of opinion con- 
cerning the locality of their origin. Berger 
continues in the belief that every part of the 
cortex, when active, gives rise to potential waves 
with a frequency of about ten a second. Their 
disappearance when the eyes are closed is due, 
aceording to Berger, to a widespread inhibi- 
tory effect which interferes with a perception of 
the petential changes through the skull. This 
view has been criticized by many investigators, 
especially Adrian and his associates who have 
suggested that ‘‘the rhythm is a spontaneous or 
resting discharge from a large group of neu- 


rones in the occipital lobe, neurones mainly con- 
eerned with the vision.’? Adrian and Mat- 
thews™ argue that the active region must be 
concerned with vision because in their studies 
they have found that the rhythm is abolished 
most effectively when the eyes are open and 
there is a presence of visual stimuli; also be- 
cause exposure of the eyes to a flickering field 
results in potential waves with the same general 
distribution over the head but with the fre- 
quency of the flicker instead of the usual ten-a- 
second frequency. 

In 1935 Adrian and Yamagiwa"™ reported a 
series of experiments which they believe result- 
ed in evidence that further confirms the as- 
sumption that the potential changes reach a 
maximum in the occipital region. Limited space 
will not permit a detailed review of their experi- 
ments. It suffices to say that they are more or 
less in confirmation of Adrian’s and Matthews’ 
earlier work. Berger’ himself has continued 
the controversy in an article appearing in the 
Archiv. fiir Psychiatrie und Nervenkrankheiten. 
Here he calls attention to the variations in ap- 
plying the electrodes and emphasizes that this 
may be a factor in the results which have led 
to different explanations of the phenomena at 
work. He takes issue with Adrian and Matthews’ 
inability to detect the potential waves in peo- 
ple who have been blind for many years and 
presents electro-encephalograms showing the 
waves from three subjects who suffered com- 
plete blindness for fifteen, seventeen, and eight- 
een years. To explain the discrepancy be- 
tween his results and those of Adrian and Mat- 
thews, Berger returns to their argument as to 
whether pattern vision or the process of simple 
attention prohibits a detection of the rhythm. 
Adrian and Matthews have assumed that ‘‘the 
area is so much a part of the visual apparatus 
that when vision (particularly pattern) is cut 
off there will be nothing left to disturb it. But 
an intense activity in the rest of the brain will 
do so, and it seems that if vision is perma- 
nently cut off the area is not allowed to remain 
idle but becomes gradually more and more ac- 
cessible to excitation from other parts.’’ This 
seems to be Adrian and Matthews’ explanation 
for their failure to obtain the Berger rhythm in 
the blind. On the other hand, Berger who did 
detect the rhythm in blind subjects is of the 
opinion that the abolition of the rhythm in- 
volves chiefly the process of attention; that by 
careful consideration of the psychological and 
senscry factors, particularly hearing through 
which the blind orient themselves to the experi- 
mental set-up, one should be able to reduce at- 
tention to a minimum and thereafter detect the 
rhythm. Berger obtained the rhythm in one of 
his subjects who was blind, deaf in one ear, and 
had the sound ear plugged with cotton. 

In this country Gibbs, Davis and Lennox" 
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have utilized the electro-encephalogram in stud- 
ies of epilepsy and conditions of impaired con- 
sciousness. With their leads the most con- 
stant and pronounced fluctuations noted in the 
resting subject displayed frequencies of ten to 
twenty a second and reached a maximum of 
sixty microvolts. In sleep the frequency of 
these waves decreased to one and five a second. 
Sometimes the amplitude of the waves de- 
creased. Groups of large slow waves were de- 
tected in subjects suffering frequent attacks 
of petit mal epilepsy ; they were associated with 
the seizures. Grand mal epileptic seizures were 
preceded by the gradual appearance of waves 
with a higher frequency than the previously 
dominant waves. There was an increase in the 
amplitude of the waves and the convulsions 
began. Until the clonic phase began the wave 
amplitude continued to increase, but the fre- 
queney did not alter. As the clonic phase set 
in, fast waves tended to clump together into 
slower waves—as the convulsive movements 
ceased, the amplitude and the frequency of the 
waves decreased. These investigators also ob- 
served that if subjects became unconscious by 
breathing nitrogen or from failure of cerebral 
blood supply, the frequency of the waves de- 
creased and the amplitude increased. 

The report of the American Neurological As-|. 
sociation’s Committee for the investigation of 
sterilization appeared in June, 1935. The Com- 
mittee was composed of Drs. Abraham Myerson, 
Chairman; James B. Ayer, Tracy J. Putnam, 
Leo Alexander and Clyde E. Keeler, consultant 
in genetics. Their report is a full one and ap- 
pears in monograph form. Since The New 
England Journal of Medicine* has published in 
an earlier number a review of the report, it 
seems unnecessary here to do more than refer 
those who are interested in the matter of sterili- 
zation to the Committee’s original report. 

The results of Cannon’s'’ experiments in 
which he showed that a rise in blood sugar oc- 
curs in cats when these animals are frightened 
by a barking dog have been confirmed by many 
investigators, but attempts to detect similar 
elevations of the blood sugar content in man 
while he is disturbed emotionally have resulted 
in conflicting reports, particularly in the case of 
‘*normal’’ man. 

Bowman and Kasanin'§ and Whitehorn’? have 
reported the blood sugar findings in patients 
experiencing emotional disturbances during the 
course of mental disease. These investigators 
are essentially in agreement that there is no 
correlation between the mood of the patient and 
the height of the blood sugar. The blood sugar 
levels of emotionally disturbed subjects suf- 
fering mental disease were usually within nor- 
mal limits during fasting states. When eleva- 
tions were noted in these patients the clinical 

*213:883, (Oct. 31) 1935. 


picture usually included evidences of organic 
disease (fever, diabetes, arteriosclerosis). Bow- 
man and Kasanin believe that these factors were 
more concerned with the rise in blood sugar 
than was the emotional state of the patient. 
Recently, Gildea?’ and his associates have stud- 
ied blood sugar levels in ‘‘normal’’ subjects 
and mentally ill patients who experienced dis- 
turbing emotional states. These workers ob- 
served that ‘‘the only normal subjects in whom 
we could consistently find a substantial eleva- 
tion in the sugar content of the blood were 
those who had been through profoundly dis- 


turbing experiences which aroused a genuine 


fear of death or other catastrophe either for 
the individuals themselves or for a person whom 
they loved.’’ An elevation of the sugar content 
of the blood in patients with manic-depressive 
psychosis, schizophrenia and psychopathic per- 
sonalities was rarely observed. This latter find- 
ing is in keeping with the earlier works of Bow- 
man and Kasanin, and Whitehorn. Gildea®® and 
his associates suggest that the failure of the 
blood sugar to rise in severe emotional states 
occurring in patients suffering mental disease 
indicates that these reactions may be ‘‘quali- 
tatively different from the externally similar dis- 
turbances in people without mental disease’’ 

: Concerning the nature of this qualita- 
tive difference they speculate as to the possi- 
bility of the psychopathic personalities playing 
dramatie réles without disturbing or taxing 
their metabolic processes. They are more cau- 
tious in speculating about the manic-depressive 
but raise the question as to whether the fact 
that these patients do not mobilize their car- 
bohydrate to any marked extent may partially 
explain why it is possible for them to show 
extreme emotional disturbances for long periods 
of time without becoming exhausted. Refer- 
ence to what may happen in the schizophrenic 
whose blood sugar does not rise in disturbing 
emotional states is omitted. 

In regard to blood sugar studies in disturb- 
ing emotional states of psychotic subjects, I 
think the instigators whom I have cited will 
agree to the statement that when we attempt to 
compare the laboratory findings in animals which 
have been subjected to death-threatening experi- 
ences that must be accompanied by the most 
disturbing of emotions, with the results ob- 
tained in studies of emotional states of psy- 
chotie patients, our task becomes extremely com- 
plex. In the first place, it is indeed rare to 
encounter disturbing emotions in the human 
being, in heaith or in mental disease, which 
may be said to be analogous to the state of a 
eat when it feels that its very life is about 
to be snatched away. Moreover, there is evi- 
dence to suggest that one of the roles of certain 
psychoses is to bind or dissipate some of the 
unpleasant and disturbing physiological com- 
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ponents of emotion. It may be that fancied 
death-threatening enemies are capable of insti- 
gating the same disturbing emotions which an 
objective and palpable one arouses but in my 
clinical experience such states are extremely 
rare in the manic-depressive and schizophrenic 
psychoses. The verbal introspective accounts 
of these patients are often misleading—as the 
physical components of their emotions illustrate. 
At times the fear states of the toxic psychoses 
(aente aleoholic) seem to approach the genu- 
— states of the frightened laboratory ani- 
mal. 

Among the new psychiatric books appearing 
in the English language in 1935 special atten- 
tion should be ealled to Kanner’s ‘‘Child Psy- 
chiatry,’’ Campbell’s ‘‘Destiny and Disease in 
Mental Disorders’’ and Alexander and Healy’s 
‘*Roots of Crime.’’ Limited space will not 


- permit a satisfactory review of these books here. 


Kanner’s ‘‘Child Psychiatry’’ is a textbook, 
the first of its kind in English. The general 
trend of the author’s approach to the problems 
of the child is in keeping with Adolf Meyer’s 
teachings. The pediatrician, as well as the 
psychiatrist, will find much of interest in this 
book. 

Campbell’s ‘‘Destiny and Disease in Mental 
Disorders’’ outlines the author’s views with re- 
gard to the so-called endogenous psychoses but 
especially those referred to as schizophrenia. 
The reader will find the views expressed in this 
book very stimulating. They emphasize the 
complexity of the manifold life experiences 
which are so often relegated clinically to the 
limbo of schizophrenia. 

‘‘Roots of Crime’’ is a volume dealing with 
psychoanalytic studies of established delin- 
quents. The authors present detailed analyses 
of personalities which illustrate some of the 
unconscious forces at work in these people. 
This book represents one of the few serious at- 


tempts to understand the personality factors 
involved in crime. The life histories of Richard 
Vorland, Sigrid Amenson, Henry Elton, and 
others referred to in the book will have to be 
read to obtain the full significance of the au- 
thors’ views concerning the roots from which 
crime springs. 
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MAJOR RECOMMENDATIONS* 


The mental health of a community requires the 
services of experts dealing mainly with the individ- 
ual case. To conceive of a mentally healthy com- 
munity without adequate and expert leadership and 
assistance is to believe merely in the value of ver- 
balistic ideologies. Mental health can be most effec- 
tively accomplished by having practical, concrete 
service available. 

The most significant observation of the survey 
in regard to Springfield was lack of just such ade- 
quate mental hygiene service and leadership in the 
face of an increasing and intelligent demand for it 
from social, health, and educational agencies and 
from individuals. The major recommendations of 
the survey are therefore: (1) Provision for addi- 
tional clinical service for the public school system, 

*An abstract from the Report of the Mental Hygiene Survey 


of Springfield, Mass. Bulletin, Massachusetts Society for Mental 
Hygiene. 


as previously stated; and (2) Enlargement of the 
present child guidance clinic at the Springfield Hos- 
pital, which operates on a part-time basis, to a full- 
time clinic giving service to both adults and chil- 
dren, with an adequate staff and with a psychiatrist 
especially trained in child psychiatry at its head. 
As the survey believes that a local community should 
bear part of the expense of its own mental hygiene 
clinic and should not expect the State to bear the 
entire financial load, it recommended that Springfield 
share about one-fourth of the expense of the clinic, 
with the State taking care of the balance. The sur- 
vey also recommended that this new clinic be given 
the advantage of an advisory and sponsoring com- 
mittee in which the Monson and Northampton State 
Hospitals, the Belchertown State School, the State 
Division of Mental Hygiene, the Springfield Academy 
of Medicine, and the Council of Social Agencies 
should be represented. 
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CASE 22261 
PRESENTATION OF CASE 


A fifty-three year old American businessman 
was first seen complaining of jaundice. 

Six years before his initial visit he developed 
loss of weight, inereased thirst and polyuria. 
Two months later he went to a hospital where 
his urine was found to contain 4.8 per cent 
sugar and his blood sugar level was 190 milli- 
grams. <A night urine specimen contained 5.0 
per cent sugar. He was given 10 units of in- 
sulin three times daily and within twenty-four 
hours his urine became sugar-free. At the on- 
set of his illness he weighed about 190 pounds 
and three months later his weight was 166 
pounds. At this time he was taking 8 units of 
insulin once daily and his urine was sugar-free. 
His blood sugar, however, was 210 milligrams. 
Four months later his blood sugar was 160 milli- 
grams and three months after that, 130 milli- 
grams. At this time he weighed 152 pounds 
but he had remained upon a rigid diet since 
the onset of his illness. 


Four years ago he was found to be jaundiced 
and was again admitted to a hospital. There 
were no associated symptoms but the van den 
Bergh test showed 2 milligrams per cent of bili- 
rubin. The blood showed a red cell count of 
3,700,000, with a hemoglobin of 70 per cent. 
The fasting blood sugar was 140 milligrams and 
examinations of the urine were negative except 
for the presence of bile. An x-ray examination 
of the chest showed slight increase of the lung 
markings and calcified hilar lymph nodes but 
was otherwise negative. <A gastrointestinal se- 
ries and barium enema were negative except for 
a concavity at the splenic flexure consistent with 
an enlarged spleen. He remained noticeably 
jaundiced for several months and finally im- 
proved after the removal of some upper teeth. 
Thereafter he remained well for about three 


years and then had several infected teeth ex- 


tracted. Shortly after this he developed jaun- 
dice, chills, fever, crampy sensations in the ab- 
domen, and tenderness in the right upper quad- 
rant. Physical examination showed him to be 
deeply jaundiced. The lungs were clear and 
the heart was negative. The abdomen was dis- 


diet. 


tended and firm but no definite tenderness or 
spasm was elicited. The liver edge was not felt 
but the spleen was readily palpated. The tem- 
perature was 103°, and the pulse 96. Although 
his urine was sugar-free he continued to take 
five units of insulin daily and to adhere to his 
The insulin was discontinued and he was 
given a high carbohydrate diet. The tempera- 
ture then rapidly returned to normal and the 
icterus disappeared... He returned to work and 
remained well except for occasional fever and 
sensations of abdominal distention until eight 
months later, at which time he developed chills, 
a fever of 102°, and some midabdominal dis- 
eomfort. Despite the fact that he was eating 
a high carbohydrate diet and subsequently re- 
ceived much glucose intravenously his urine con- 
tained no sugar. At this time the liver was 
not felt but the spleen was enlarged two finger- 


breadths beneath the costal margin. An icterus ~ 


index was 29. X-ray examination of the abdo- 
men was negative. He was given daily glucose 
infusions and in five days his icterus index fell 
to 19. At the end of this period he began to 
develop edema and ascites and the infusions 
were discontinued, after which his icterus index 
rose to 32 but he became much less waterlogged. 
He remained icteric for about three months but 
felt quite well otherwise. His urine and stools 
consistently contained bile. 

He had a perforated gangrenous appendix 
sixteen years before entry. No story of chronic 
alcoholism or drug ingestion was obtained. 

Physical examination showed a poorly nour- 
ished, slightly jaundiced man. The tongue was 
smooth at the tip, at which point a wart-like 
bud protruded. There were small telangiectases 
over the right chest but the heart and lungs 
were normal. The liver was readily palpated 
two fingerbreadths beneath the costal margin. 
Its edge was sharp and smooth. The spleen ex- 
tended three fingerbreadths beneath the costal 
margin. No edema or evident ascites was noted. 

Examination of a urine specimen showed a 
specific gravity of 1.013 and a slight trace of 
albumin. There was no sugar in a twenty-four 
hour specimen. Urobilinogen estimation was 
reported as 1:120. Examination of the blood 
showed a red cell count of 3,470,000, with a 
hemoglobin of 60 per cent. The white cell 
count was 5,950. A serum protein was 7.1 
grams per cent, of which the albumin was 2.87 
and the globulin 4.28. A liver function test 
showed 50 per cent dye retention. The van 
den Bergh was 3.9 milligrams. A sugar and 
fat tolerance curve showed the following: 


Sugar Fats  Choles- Esters 
terol 
Fasting 125 360 260 94 
% Hour 125 409 200 104 
1 Hour 146 412 


2 Hours 129 357 
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The patient continued to be comparatively 
well for about six months, when he developed 
an acute upper respiratory infection. Severe 
terminal jaundice appeared and he died within 
a few days. 


DIFFERENTIAL DIAGNOSIS 


Dr. ALFRED KRANEsS: In reading over this 
story one is faced with two problems. In the 
first place, what was the nature of the illness 
which caused recurrent jaundice, chills, fever 
and abdominal pain over a period of about four 
years and which ultimately caused death? The 
second, and, it seems to me, more interesting 
problem is why as this disease progressed did 
his diabetes disappear? In regard to the first 
problem, the nature of his fatal illness, he came 
under observation four years before his death 
and at that time he had a period of asympto- 
matic jaundice during which the only abnormal 
finding aside from the jaundice was a slight 
anemia and an enlarged spleen by x-ray. He 
was studied pretty thoroughly at that time. I 
do not quite see why all the gastrointestinal 
x-rays were taken and I am a little surprised 
that no Graham test was done, although it 
might not have revealed anything in the pres- 
ence of jaundice. That illness it seems to me 
was consistent with a mild attack of hepatitis 
of some sort, either infectious or toxic. Just 
what the cause was, we cannot say. I can see 
no reason for believing he had gall stones or 
any other disease of the major biliary ducts. A 
mild hepatitis would best explain that initial 
picture from which he recovered and remained 
well during the next three years. 


Then he gets a series of illnesses during which 
he had recurrent and fluctuating jaundice, ab- 
dominal discomfort, fever, chills, and at one 
stage of which he becomes water-logged. Now, 
of course, the first thing one thinks of in the 
presence of liver disease, which the patient un- 
doubtedly had, and, in addition, diabetes, is 
hemochromatosis. The association of the two 
seems to strike one but I cannot see any way of 
substantiating that diagnosis. There is no men- 
tion in the record of abnormal skin pigmenta- 
tion and I think the chief point against the 
diagnosis is that the diabetes got better instead 
of worse, which is contrary to what one would 
expect with progressive pigmentary cirrhosis. 
If he had hemochromatosis it seems to me that 
the pancreatic cirrhosis which accompanies it 
and which is responsible for the diabetes usually 
progresses along with the liver disease, and al- 
though the diabetes may be mild or severe, de- 
pending on the amount of pancreatic cirrhosis, 
it rarely clears up as the disease progresses, so 
that I think hemochromatosis is unlikely. 

Could he have had gallbladder disease? Ob- 
viously the people who were taking care of him 
did not think so or he would have been operated 


on. There are a number of things against gall- 
bladder disease in this ease. In the first place 
he starts out with asymptomatic jaundice and 
enlargement of the spleen, an unusual picture 
for either cholecystitis or cholelithiasis, and as 
the disease progresses the spleen becomes in- 
creasingly larger. The progressive splenic en- 
largement argues very much against primary 
disease of the gallbladder. As I see it, it is re- 
grettable that no Graham test was done but 
perhaps those who took care of him thought that 
inasmuch as he retained fifty per cent of the 
bromsulphthalein at the end of a half hour the 
chances were that he would not have excreted 
much of the gallbladder dye and the Graham 
test would therefore only serve to confuse 
the picture. On the whole, I am inclined to 
think that the gallbladder and the larger bile 
ducts at any rate will probably be normal. More- 
over if any stones are found they probably do 
not explain the severe liver damage from which 
this patient obviously suffered. I do not think 
one can exclude, however, diffuse intrahepatic 
lithiasis which can conceivably cause a picture 
of this sort and which I do not see how one can 
diagnose. All we can say is that it is consistent 
with the picture but very unlikely. Other con- 
ditions like carcinoma of either the pancreas or 
bile ducts I think are very unlikely, in view of 
the enlarged spleen which one very infrequent- 
ly sees with primary or metastatic malignancy of 
the liver or gallbladder. 

Can he have had a diffuse cholangitis and 
cirrhosis as a result of it? Possibly, but just 
what the nature of that process was that took 
place during that year and a half preceding his 
death, I do not believe we can be sure of, be- 
cause the patient died six months after he re- 
eovered from that illness and all we shall find 
will probably be the resultant sears, the precur- 
sors of which we ean only speculate about. I 
think the most likely possibility is that the pa- 
tient was suffering from severe progressive 
necrosis of the liver and that he finally ended up 
with a small nodular cirrhotic liver. Whether 
it was infectious or toxic, I do not see how we 
ean say. But the end result of the picture was, 
as I say, a cirrhotie liver. It is the result of 
what we might call a subacute yellow atrophy, 
cause unknown. 

There are some interesting laboratory data 
here, although I do not think they help us very 
much. He has an anemia, a normal serum pro- 
tein, but you will notice a very marked rever- 
sal of the albumin-globulin ratio which has been 
reported in severe liver disease in human beings 
and in experimental animals whose livers have 
been damaged by various means. The fact that 
he showed urobilinogen in the urine merely in- 
dicates liver damage and is not diagnostic of 
any particular type of liver disease. Surpris- 
ingly enough the fat tolerance curve, which I 
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take it was done by Dr. Jones—I do not know 
anyone else around here who does this sort of 
thing—is surprisingly normal except for the 
high initial fatty acid level. The shape of the 
curve is essentially normal. Usually in severe 
liver disease the fatty acids are depressed below 
the fasting level within a half hour after sub- 
cutaneous adrenalin. I hope Dr. Jones will say 
more about that later. On the whole, the labora- 
tory work does not help us very much and leaves 
us with our original clinical impression that this 
patient died with cirrhosis of the liver, probably 
the result of subacute yellow atrophy, and he 
will exhibit a small nodular liver and an en- 
larged spleen. I think the liver will be small, 
although six months before he died it was felt 
two fingerbreadths below the costal margin. 
Some time ago I looked up a good many of these 
eases of acute and subacute yellow atrophy, 
where the liver had been felt clinically, and 
found that at postmortem the liver was very 
much shrunken. I think that probably will be 
the case in this patient. I cannot exclude a cir- 
rhosis due to a diffuse intrahepatic lithiasis, al- 
though that is very improbable. 

Assuming for the moment that he did die of 
cirrhosis of the liver of some infectious or toxic 
type, why did the diabetes disappear as the 
liver disease progressed? While there are cer- 
tain patients with diabetes in whom the dia- 
betes later disappears spontaneously for some 
unexplained reason, it is very uncommon, al- 
though a number of cases have been reported. 
We have learned in the past few years from 
the work of Houssay and of Long that pan- 
creatic diabetes in experimental animals can be 
alleviated or cured by lesions of the pituitary or 
adrenals. In this case we have no evidence of 
disease in either the pituitary or adrenals. 
There also have been eases reported of improve- 
ment in diabetes with progressive cirrhosis of the 
liver. To be sure those cases are very unusual 
and quite rare but it is, nevertheless, a recog- 
nized clinical entity. I looked this question up 
a short time ago and found that the first one 
to report any such phenomenon was Claude Ber- 
nard in 1877.. No further cases were reported 
until 1930, when Bordley at Johns Hopkins re- 
ported another case. Bordley in commenting 
on his case, whom Dr. Joslin had seen, quotes 
Dr. Joslin as saying that in his experience dia- 
betes had never disappeared after the onset of 
cirrhosis of the liver of which he had seen sey- 
eral cases. Since that time several other cases 
have been reported of very severe diabetes re- 
quiring as much as one hundred units of insulin 
daily, the diabetes subsequently subsiding as 
the liver disease progressed and the patients 
finally dying in hypoglycemia. Why that takes 
place, I do not know; and there is no adequate 
explanation for it. One would think, believing 
what we are told about the physiology of the 


liver, that the reverse ought to take place. In 
other words as the liver becomes progressively 
damaged its ability to store carbohydrates be- 
comes impaired. As a matter of fact we use 
that glycogen storing power as a test for liver 
function. The levulose and lactose tolerance 
tests depend on the ability of the liver to trans- 
form and store this sugar as glycogen. One 
would therefore expect that if any change oc- 
curred in the glycogen storing function of a 
damaged liver it would be expressed in an in- 
ability to convert glucose into glycogen and 
store it with a consequent hyperglycemia and 
glycosuria. But strangely enough in this case 
we have the peculiar phenomenon of diabetes 
disappearing with progressive liver disease. 
Experimentally and clinically one can find ar- 
guments to support either side of the question. 
There are a fair number of cases in the litera- 
ture of severe liver damage most of them due 
to metastatic malignancy with practically com- 
plete liver obliteration in which the patients 
die in spontaneous and severe hypoglycemia 
and in which hypoglycemic attacks precede 
death for some time. We all are acquainted 
with Mann’s original work on dogs in whom 
hepatectomy resulted in death from hypogly- 
cemia unless glucose was administered. Never- 
theless recent work by Mann on hepatectomized 
dogs reveals that when their glucose tolerance 
curves were done they were diabetic in nature 
which is quite at variance and does not seem 
to jibe with a hypoglycemic death. The pa- 
tient under discussion reveals an increased glu- 
cose tolerance test in the curve here. Other 
work done on animals whose livers were dam- 
aged by various toxins showed very variable 
results upon the glucose tolerance when the 
tests were done at different periods. Some- 
times they will have an increased carbohydrate 
tolerance and at others it will be decreased. 
There seems to be no relationship between the 
degree of liver damage and the shape of the 
eurve. As you will probably gather the whole 
question is quite a confusing one. This pa- 
tient, however, probably represents one of those 
rare and unusual cases of diabetes disappearing 
with progressive liver disease of which there 
are only five or six cases in the entire literature. 

Just one word about his final episode here. 
It has been my impression in seeing some of 
these patients that if they die primarily of 
the liver disease they are sick for a fairly long 
time before. This patient was comparatively 
well and died within a few days. I believe 
the chances are that he had some terminal acute 
episode taking place which turned the balance 
and caused him to die. I do not think he died 
primarily of his liver disease. He had some 
contributing factor toward the end. What that 
may be, would be sheer speculation, because 
we are told absolutely nothing about the way 
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he looked or the manner of his death, but I 
want to hazard a guess because of several pa- 
tients I have seen with this picture. It is per- 
haps a little foolhardy but I have seen three 
patients with severe progressive liver damage 
who came to the hospital and died within a few 
days after being comparatively well for a long 
time. One had a diffuse pneumonia and the 
other two severe renal disease. Whether this pa- 
tient had one or the other of these two terminal 
events I cannot say, but I believe something of 
that nature will be found. ; 

Dr. Cuester M. Jones: I saw this patient 
for Dr. Fish in 1934 and he then had per- 
feetly obvious disease of the liver. The ques- 
tion was, what kind. I think it was no more clear 
at that time than it is now why the diabetes 
faded out of the picture. I can only put that 
question to Dr. Root of the Deaconess Hospital. 
At one time the patient had a perfectly defi- 
nite and severe diabetes which subsequently dis- 
appeared. I have no explanation why it dis- 
appeared. 

I think Dr. Kranes is absolutely right in say- 
ing the laboratory tests did not help us a bit. 
I think that is important to remember. In most 
instanees we make a diagnosis of liver disease 
and confirm it by laboratory methods rather 
than make the diagnosis by laboratory tests 
alone. It is of some interest that the laboratory 
tests for the most part showed a serious dis- 
turbance of liver function but in this case 
showed no abnormal response to adrenalin as 
far as the blood fatty acids were concerned. I 


‘would have expected in this case to see a defi- 


nite failure to rise in the fatty acid of the 
plasma after adrenalin, not a perfectly normal 
response. 

As far as the diagnosis is concerned, my im- 
pression at the time was biliary cirrhosis. All 
such patients tolerate infection very poorly and 
this patient died from a terminal infection, as 
do most of them. 

There is one other point of some interest. 
These patients with biliary cirrhosis frequent- 
ly have attacks that simulate gall stone colic, 
with right upper quadrant pain, tenderness, fe- 
ver, chills and jaundice. The pain sometimes 
is so severe that the surgeon is justified in ex- 
ploring expecting to find gallstones. At ex- 
ploration one finds nothing but hypertrophic 
biliary cirrhosis. I would lke to know what 
Dr. Root has to say about the case. 

Dr. Howard F. Root: This patient is a most 
interesting case and arouses a variety of specu- 
lative thoughts. When the patient was first 
seen in 1928 neither spleen nor liver could be 
palpated. In 1930 my note on his record was 
somewhat surprising. Both the liver and spleen 
were felt. The liver was felt two fingerbreadths 
and the spleen descended with respiration from 
five to six centimeters by actual measurement 


below the costal margin. He certainly had 
changed in the two years. The diabetes ante- 
dated whatever the process was that produced 
such a change in the liver and spleen. The 
urine and stools istently contained bile. One 
of the reasons we made limited x-ray studies 
at the Deaconess Hospital at that time was that 
we really did not think there was any chance 
that the patient had gallbladder disease and 
we were interested to see what the outline cf 
the duodenum might be around the head of the 
pancreas. The disappearance of the diabetes in- 
terests me now because at the moment at the 
Deaconess Hospital we are studying a girl twen- 
ty years of age who has had severe diabetes 
twelve years, requiring fifty units of insulin 
daily. In the last six months suddenly she 
has changed so that she has severe hypoglycemic 
attacks without taking any insulin whatever. 
Her liver is palpable and enlarged. One case 
that was not mentioned, reported’ from the 
Mayo Clinic* is that of a woman aged thirty- 
six at onset of typical diabetes. At forty-three 
she came to the clinie and was then resistant to 
insulin, taking five hundred to six hundred 
units a day. In 1931 she gradually became so 
sensitive to insulin that it had to be omitted. 
Even then she had without insulin severe at- 
tacks of spontaneous hypoglycemia during which 
she was unconscious for hours. By 1933 these 
attacks had become so serious that she was op- 
erated upon and a liver in which fatty meta- 
morphosis was the chief feature of the patho- 
logic examination was found. She was then 
started on treatment with betain on the as- 
sumption that betain might reduce the fatty 
deposits. Within a week [ have learned that 
she is now once again a diabetic, having gone 
for a period of two years with practical disap- 
pearance of diabetes. 

Then I was interested very much in the 
adrenalin test because in this girl under ob- 
servation the blood sugar fell from under 160 
to 70 milligrams after receiving half a cubic 
centimeter of adrenalin. After ergotamine it 
also fell from 90 to 20 milligrams per 100 cubic 
centimeters. The glucose tolerance test varies 
greatly with the conditions of glycogen storage. 
I should suppose that this patient had a pro- 
gressive cirrhosis of the liver, probably not 
hemochromatosis. I should suppose that it was 
a chronic cirrhosis with probably some terminal 
event of which we have few data. I do not 
know whether as a terminal event the infection 
produced return of the diabetes. 


CLINICAL DIAGNOSES 


Cirrhosis of the liver. — 
Diabetes. 


*Judd, E. S.; Kepler, E. J., and Rynearson, E. H.: Spon- 
taneous hypoglycemia; report of 2 cases associated with fatty 
metamorphosis of liver. Am. J. Surg. 24:345 (May) 1934. 
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Dr. ALFRED KRANES’ DIAGNOSIS 
Cirrhosis of the liver, post atrophy type. 
ANATOMIC DIAGNOSES 


Cirrhosis of the liver, toxic. 
Ascites. 

Pyelonephritis. 

Miliary abscesses of the kidneys. 
Splenomegaly. 


PatHo.Loaic Discussion 


Dr. Tracy B. Mauiory: This case was fol- 
lowed over a four-year period by Dr. Fish and 
he himself eventually did a postmortem exami- 
nation in the patient’s home. We have his 
notes and he sent in tissues for examination. 
He found marked atrophic cirrhosis of the liver 
with a very coarsely nodular liver. The spleen 
was enlarged. The gallbladder and pancreas 
were negative. The pancreas was grossly neg- 
ative and the kidneys were swollen to about 
twice the normal size. These were the signif- 
icant findings. The enlargement of the kid- 
neys proved to be a severe diffuse infection as- 
sociated with multiple abscesses and that un- 
doubtedly was the immediate cause of death. 
The liver looks like a typical post acute yellow 
atrophy cirrhosis. There is no suggestion of 
proliferation of the bile ducts and no marked 
degree of lymphocytic infiltration of the portal 
areas such as one would expect with biliary 
cirrhosis. The pancreas as far as one can 
make out from a couple of sections is within 
normal limits. Certainly there is no hemo- 
chromatosis. 

This is the first case that we have seen here 
of this syndrome of disappearance of diabetes 
in association with cirrhosis of the liver. For 
that reason we have all been tremendously in- 
terested in it. In regard to the differential di- 
agnosis of the type of liver disease, I was in 
agreement with Dr. Kranes rather than Dr. 
Jones. It seemed to me the very much enlarged 
spleen and especially the leukopenia were against 
biliary cirrhosis. Moreover I think a point 
that we often forget is that there is a stage in 
the acute hepatitis that leads to atrophy, a stage 
often of pretty long duration, in which the liver 
is quite large. 


CASE 22262 
PRESENTATION OF CASE 


A fifty year old native male was admitted 
complaining of abdominal pain and vomiting. 

The patient at the time of admission was too 
ill to warrant a very detailed history. Two 
years before entry he began to have irregular 
attacks of vomiting without relation to meals. 
Occasionally cramp-like pains in the lower abdo- 


men were associated with the emesis. He noted 
inereasing constipation and had lost over fifty 
pounds during the two-year period. There 
were no tarry stools or coffee grounds vomitus. 
A gastrointestinal x-ray series done about eight 
months before entry was said to show evidence 
of adhesions. 

Seventeen years before admission the patient 
was operated upon for a perforated appendix. 

Physical examination showed a_ well-devel- 
oped and nourished pallid man appearing older 
than his stated age. There was a sour odor to 
his breath and some dried vomitus was noted 
upon his lips. The tongue was dry. The pupils 
were pin-point in size, evidently resultant upon 
a previously administered sedative, and _re- 
acted sluggishly to light. The lungs were clear. 
The heart was not enlarged and its sounds were 
regular. The pulse volume was poor. The blood 
pressure was 78/58. The abdomen was scaphoid 
and the upper border of liver dullness was at 
the fifth rib. The free edge was rounded and 
extended about three fingerbreadths beneath the 
eostal margin. The descending colon was pal- 
pable and there was a questionable mass in the 
left lower quadrant just beneath the level of 
the anterior superior iliac spine. Another ques- 
tionable mass was noted in the epigastrium. Rece- 
tal examination revealed the sphincter to be 
very tight with a sharp, smooth edge. 

The temperature was 97°, the pulse 85. The 
respirations were 15. 

Examination of the urine showed a specific 
gravity of 1.018 and a slight trace of albumin. 
The sediment was negative. The blood showed 
a red cell count of 4,300,000, with a hemeceglo- 
bin of 75 per cent. The white cell count was 
6,300, 84 per cent polymorphonuclears. <A stool 
examination was negative. A Hinton test was 
negative. The nonprotein nitrogen of the blood 
was 51 milligrams. The serum chlorides were 
equivalent to 74 cubic centimeters of N/10 so- 
dium chloride. The serum. protein was 6.3 
grams per cent and the bromides 75 milligrams 
per cent. 

A plain x-ray film of the abdomen showed gas 
filling the entire duodenum, which was marked- 
ly dilated. The dilatation ended abruptly in 
the region of the duodenojejunal flexure. There 
were no other abnormal gas shadows in the ab- 
domen but the colon contained considerable gas. 
A barium enema flowed freely from the rectum 
to the cecum. It was necessary to use about 
twice the usual quantity of barium before fill- 
ing of the cecum was obtained. The cecum was 
smooth in outline and no constant deformities 
were noted. After evacuation a large quantity 
of barium remained in the colon. <A _ small 


quantity of ‘barium was given by mouth and 
although examination was not adequate no gross 
deformity was noted in the stomach. The duo- 
denum filled normally and remained filled 
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throughout the examination. A point of ob- 
struction was present at the duodenojejunal fiex- 
ure. The duodenum was markedly dilated and 
its mucosa was thickened. The pyloric valve 
was not identified. 


The patient was treated supportively with 
parenteral fluids and his blood pressure gradu- 
ally rose to 130/75. The chlorides rose to 96 
and on the third hospital day a laparotomy was 
performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. MarsHaut K. Bartuett: The essential 
features of this history are increasing constipa- 
tion and a loss of over fifty pounds in weight 
during a two-year period, associated with ir- 
regular attacks of vomiting and low abdominal 
pain in a man of fifty, terminating in an acute 
episode which brings the patient to the hos- 
pital. The duration of the acute attack is 
not given but he was evidently very ill on ad- 
mission. 

The explanation for this train of symptoms 
could best be found in a partial or intermittent 
obstruction to the lumen of the intestinal tract 
which has recently become more or less com- 
plete. Pain has not apparently been a very 
prominent symptom and no exact description 
of his pain is available. All we know is that 
it was low in the abdomen, which would sug- 


.gest an obstruction of the lower bowel rather 


than a higher lesion. 

That a gastrointestinal x-ray done eight 
months before entry is said to have shown evi- 
dence of adhesions does not help me particu- 
larly. 

The possibility that there is some relation be- 
tween the present symptoms and the operation 
for appendicitis with perforation seventeen 
years ago must be kept in mind, but it does not 
seem likely that a band or adhesions would lie 
dormant for fifteen years and then give symp- 
toms of intermittent obstruction for two years, 
ending in an acute episode. I am inclined to 
conclude that the operation for appendicitis has 
nothing to do with his present symptoms. 

The physical examination gives us some faint 
clues toward localizing this man’s disease and 
much evidence as to the seriousness of his gen- 
eral condition. He is evidently much dehy- 
drated, undoubtedly the result of prolonged 
vomiting. Questionable masses are noted in the 
left lower quadrant and in the epigastrium. 
This does not help me particularly, as it has 
been my experience that questionable masses are 
usually not confirmed at operation. The secaph- 
oid contour of the abdomen, however, seems to 
me to be very important. If this man has in- 
testinal obstruction we are forced to conclude 
that it is a high obstruction. If the point of 
obstruction were in the lower small bowel or 
eolon we would certainly expect to find some 


abdominal distention. The statement that the 
anal sphincter is tight with a sharp smooth edge 
does not seem significant. 

The urine is normal except for a slight trace 
of albumin and examination of the blood shows 
only a slight degree of anemia. It would be 
my impression that the dehydrated condition 
with consequent concentration of the blood, ac- 
counts for the red cell count and hemoglobin 
being so nearly normal. It would be interest- 
ing to know what these figures were after the 
dehydration had been corrected. One stool ex- 
amination shows no evidence of bleeding into the 
intestinal tract. The moderate elevation of non- 
protein nitrogen in the blood seems consistent 
with the patient’s dehydrated state and the se- 
rum protein is within normal limits. The re- 
duction of serum chlorides indicates the elec- 
trolyte loss which this patient has sustained by 
prolonged vomiting. A serum bromide deter- 
mination of seventy-five milligrams per cent 
suggests that he has been getting bromides but 
is well below the usual toxie level. Since the 
serum bromides and chlorides are reciprocal, this 
rise in bromide would seem less significant in 
the presence of a reduction in chlorides than 
it would be if the latter were normal. , 

The x-rays in this case are extremely interest- 
ing and give us our only real clue to the exact 
site of the obstruction. The plain film shows 
a dilated and gas-filled duodenum, the dilata- 
tion ending abruptly at the duodenojejunal 
junction. The barium enema seems to be es- 
sentially normal although the colon emptied 
poorly. Barium by mouth confirms the finding 
of obstruction at the duodenojejunal flexure 
with dilatation of the duodenum. 

Since all available evidence points to an ob- 
struction at the duodenojejunal junction, let us 
consider the possible causes of obstruction at 
this point. It might be due to extrinsic pres- 
sure, as from a kink, band or tumor outside the 
bowel or to a stricture of neoplasm in the lumen 
of the intestine, either benign or malignant. 

If due to a kink or band, either congenital or 
acquired, as a result of his previous operation, 
it seems unreasonable for such a mechanism to 
give no symptoms for many years, then in- 
termittent symptoms and finally complete ob- 
struction. Likewise it would seem unlikely that. 
a tumor outside the bowel, such as a mesenteric 
or pancreatic cyst, would cause enough pres- 
sure to give obstruction until it had reached 
sufficient size to be more than a questionable 
mass in the epigastrium on physical examina- 
tion. That a malignant tumor of the body of 
the pancreas could cause obstruction at the duo- 
denojejunal flexure by direct extension is a pos- 
sibility and I do not see that it can be ruled 
out. 

It seems more likely, however, that the ob- 
structive process is in the bowel itself. A strie- 
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ture, traumatic or inflammatory, is a theoretical 
possibility but would be exceedingly uncommon 
and would not. I believe, be likely to cause com- 
plete obstruction. |The most probable cause, 
therefore, seems to be a neoplasm of the bowel. 
benign or malignant. This diagnosis would be 
strengthened by the presence of blood in the 
stools, as either a benign or malignant neoplasm 
would probably bleed from time to time. One 
negative stoo] examination does not seem to me 
to be enough to influence us unduly however. 
It is unusual for benign growths of the small 
intestine to cause complete obstruction of the 
lumen while malignant disease typically does so, 
after a longer or shorter period of intermittent 
symptoms. The patient’s age and marked 
weight loss also favor this choice. The en- 
larged liver with a rounded edge suggests the 
possibility of metastatic disease in the liver. 

My conclusion would be that this man has an 
intestinal obstruction in the region of the duo- 
denojejunal flexure, due to a malignant tumor. 


CLINICAL DIAGNOSES 


Carcinoma of the jejunum. 
Intestinal obstruction. 


Dr. K. Bartuetr’s DIAGNOSES 


Intestinal obstruction. 
Carcinoma of the duodenojejunal flexure. 


ANATOMIC DIAGNOSES 


Operation wounds: resection of carcinoma of 
the jejunum, jejunostomy. 

Operation scar: appendectomy. 

Intestinal obstruction, partial, lower ileum. 

Pulmonary embolism. 

Pulmonary infarct, right middle lobe. 

Pulmonary atelectasis, right lower lobe. 

Arteriosclerosis, slight. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. MAuiLory: This man’s condition 
as the result of his long-standing obstruction 
was obviously desperate at the time of entry. 
Two days were spent in trying to get him into 
a state to stand cperation by forcing intrave- 
nous fluids. An exploratory laparotomy was 
then performed. <A constricting tumor growth 
was found in the jejunum beginning 3 centime- 
ters beyond the ligament of Treitz and running 
for a distance of about five centimeters. The 
liver was free from metastases. By the time the 
situation could be evaluated the patient’s con- 
dition had become progressively worse. It was 
impossible to obtain the blood pressure and he 
had several periods of apnea. With artificial 


respiration plus oxygen and carbon dioxide and 
an intravenous injection of ten per cent glu- 
cose his condition improved enough so that it 
became possible to do a jejunostomy though any 
further operative procedure remained out of 
the question. Following this operation he im- 
proved slowly but continued to vomit frequent- 
ly and it seemed probable that part of the feed- 
ings given through the jejunostomy opening 
were being regurgitated through the stomach. 
At the end of a week the situation remained at a 
standstill and it was decided to attempt a re- 
section of the growth. This was carried out and 
the patient left the operating table in fair 
shape but the following day showed a febrile 
reaction and proceeded to go progressively 
downhill. No localizing signs appeared to in- 
dicate intestinal obstruction or _ peritonitis 
though both were considered fairly probable. 
He died six days after the second operation. 

The specimen which was sent to us following 
the resection proved to be a segment of jejunum 
25 centimeters in length near the upper end of 
which was a firm annular growth which ¢on- 
stricted the lumen to a diameter of less than 
three millimeters. The mucosa was irregularly 
eranular in this area without frank ulceration 
and the tumor obviously extended into the mus- 
cularis but not quite to the serosa. Several 
small rather firm lymph nodes were found in 
the mesentery one of which only showed metas- 
tasis on microscopic examination. The tumor 
itself proved to be a fairly well differentiated 
adenocarcinoma which showed a slight tendeney 
to mucoid degeneration. 

The autopsy added comparatively little in- 
formation of interest. There was a _ localized 
and probably not very significant degree of 
peritonitis. The small bowel was moderately 
distended down to the last three and a half feet, 
where it was kinked about an old fibrous band. 
The portion beyond the kink was completely col- 
lapsed. Further dissection of the mesenteric 
and retroperitoneal glands showed no evidences 
of metastases and no nodules were found in the 
jiver. A moderate sized infarct five centimeters 
in diameter was discovered in the middle lobe 
of the right lung and an adherent embolus was 
found in the pulmonary artery leading to this 
area. The right lower lobe was atelectatie. 

Cancers of the jejunum are of course rela- 
tively uncommon. We have had about six in 
the course of the last thirty vears at this hos- 
pital. When we do see them they differ in no 
respect grossly or microscopically from cancers 
of the large bowel except in their location. In 
our experience benign tumors of the jejunum 
such as myomata have been quite as common as 
the malignant ones. 
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PREVENTION BY CHEMICAL MEANS OF 
INTRANASAL INFECTION WITH 
VIRUSES 


Ouitsky and Cox! were the first investiga- 
tors to report experiments which showed that 
treatment of the nasal mucous membranes with 
a chemical resulted in a very definite protection 
against subsequent intranasal infection with a 
virus. By spraying the nostrils of mice with 0.5 
to 1.0 per cent solutions of tannic acid on three 
successive days, they were able to obtain 95 
per cent protection against the intranasal im- 
plantation of equine encephalomyelitis virus on 
the following day. This protection lasted for 
about five days after the last treatment with 
tannic acid, but the percentage decreased sharp- 
ly after the third day. They believed the effect 
to be local, for no protection was afforded against 
intracerebral inoculation of the virus. 

More recent experiments at the National In- 
stitute of Health have established the fact that 
certain chemicals used in a similar way are ef- 
fective against experimental encephalitis and 


poliomyelitis. Armstrong and Harrison* and 
Armstrong® have found that the intranasal in- 
stillation by an atomizer of 4 per cent sodium 
aluminum sulphate or of 0.64 per cent picric 
acid, either alone or dissolved in a 0.5 per cent 
solution of sodium alum, affords a high degree 
of protection against subsequent intranasal in- 
fection in mice with encephalitis virus (St. Louis 
type) and in monkeys with poliomyelitis virus 
and against intravenous infection in monkeys 
with poliomyelitis virus. Such protection is 
present at least four to seven days after the 
last chemical treatment. The chemical does not 
interfere with the development of inimunity in 
mice against encephalitis virus. No general or 
local injurious effects were noted, even after 
sixteen applications of picrie acid. Treatment 
with picrie acid one or two days before or 
after infection does not make the animal more 
susceptible to the virus. They conclude that 
the effect is purely local, either rendering the 
mucous membrane less permeable or acting di- 
rectly on the virus, or both. 

Lennette and Hudson* have shown that sev- 
ering the olfactory nerves of monkeys results in 
survival of all animals when inoculated intra- 
nasally or intravenously with an otherwise fatal 
dose of poliomyelitis virus. This confirms the 
belief that the olfactory tract is the usual, per- 
haps the only, natural route of experimental 
infection. Although this may not be strictly 
analogous to the route of infection in human 
beings, the possibility of adapting the chemi- 
cal treatment of the nasal mucous membranes 
to prophylactic treatment in human beings 
against infection with poliomyelitis virus ap- 
pears attractive. Such a procedure would seem 
to be more reasonable than recent attempts to 
immunize with presumably dead virus and cer- 
tainly safer than using living, even though at- 
tenuated, virus for the same purpose. Further- 
move, widespread use of this chemical treat- 
ment in epidemic areas should not demand un- 
usual outlays for the personnel and equipment 
necessary for carrying out, controlling and 
evaluating the method in a proper manner. 
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VACCINATION IN THE OLD LINE STATE 


THE monthly publication of the Baltimore 
Health Department for April-May! contains a 
noteworthy lithographic reproduction of a se- 
ries of paintings of vaccinal reactions. They 
represent a careful selection of the standard 
types of reactions which may follow vaceina- 
tion, including eleven pictures of a primary 
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take’? in the Negro. Their preparation was 
supervised by the Health Department, and the 
Department of Art as Applied to Medicine in 
the Johns Hopkins Medical School. Accom- 
panying these pictures are a dozen pages of 
equally excellent reading matter concerning the 
preparation and care of vaccine, the technique 
of its insertion, the standard reactions and other 
pertinent information. 


Also contained therein are a few pages on 
the early history of vaccination in Maryland. 
Many New Englanders will be surprised to 
learn that Benjamin Waterhouse of Cambridge 
may have unknowingly raced with Dr. John 
Crawford of Baltimore in performing the first 
vaccinations on this continent. Crawford seems 
to have successfully vaccinated in the summer 
of 1800. He left no dated record, so the vac- 
cination of Waterhouse’s son on July 8, 1800 
still holds priority in Massachusetts. Another 
Baltimore physician, Dr. James Smith, worked 
ardently and over a period of many years to 


secure the more universal adoption of vaccina- | 


tion. The endorsement of the Medical and 
Chirurgical Faculty of Maryland in 1802 is re- 
ferred to as the first ‘‘official recognition and 
sanction of Jenner’s great discovery by any 
American association of physicians’’. One won- 
ders if it preceded or followed the Noddles Is- 
land experiment of the Boston Board of Health 
in the same year, when nineteen vaccinated 
children were not only housed and constantly ex- 
posed in the smallpox hospital for a period of 
twenty days, but were inoculated and rein- 
oculated with variola in a vain attempt to give 
them the disease. It was thus that the Board 
of Health reached its unequivocal conclusion 
that ‘‘cowpox is a complete security against the 
smallpox’’. 


Vaccination in Massachusetts is stated to have 
_ been ‘‘stubbornly opposed by the profession for 
years’’. To be sure, we had our difficulties but 
if our friends on the Chesapeake think that it 
was stubborn opposition they should have been 
here in 1721, when Zabdiel Boylston began to 
inoculate for smallpox. Dr. Boylston was 
threatened with lynching, was the target of a 
bomb which fortunately failed to explode, and 
could not go upon the street or visit his pa- 
tients except in darkness and by stealth. That 
was probably the beginning of what is now 
known as ‘‘medical liberty’’ and it almost cer- 
tainly is the spirit which forced Massachusetts 
to enact legislation in 1809 ordering every town 
where no board of health existed to appoint 
three or more persons to supervise vaccination. 
It also led us to pass (and later to enforce) 
our compulsory vaccination law, and in 1905 
to test its validity in the Supreme Court of the 
United States. All this may have happened ac- 


tually on account of the Divine Discontent of 


our forefathers. 
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THIS WEEK’S ISSUE 


ConTAins articles by the following named au- 
thors: 


CoHEN, SipNEY SuAter. A.B., M.D. Har- 
vard University Medical School 1930. Junior 
Assistant Surgeon to the Surgical Service, and 
Member of the Vascular Clinic, Beth Israel Hos- 
pital. Address: 475 Commonwealth Avenue, 
Boston, Mass. Associated with him is 

Barron, Maurice E. A.B., M.D. Tufts Col- 
lege Medical School 1914. F.A.C.S.  Assist- 
ant Professor of Surgery, Tufts College Medi- 


eal School. Visiting Surgeon, Beth Israel Hos- 
pital. Address: 475 Commonwealth Avenue, 
Boston, Mass. Their subject is Thrombo- 


Angiitis Obliterans with Special Reference to 
Its Abdominal Manifestations. Page 1275. | 


Wootner, Warp. M.D. University of To- 
ronto Faculty of Medicine 1903. Medical Offi- 
cer of Health, Ayr, Ontario. His subject is 
Rural Health Problems, the Problems Them- 
selves, and Their Control. Page 1305. Ad- 
dress: Ayr, Ontario. 


THomas, Jackson M. B.S., M.D. Emory 
University School of Medicine 1926. Chief 
Medical Officer, Boston Psychopathic Hospital. 
Instructor in Psychiatry, Harvard University 
Medical School. His subject is Progress in Psy- 
chiatry for 1935. Page 1309. Address: 74 
Fenwood Road, Boston, | Mass. 


MISCELLANY 


DR. ROBERT T. MONROE BECOMES A MEMBER 
OF THE STAFF OF THE PETER BENT BRIG- 
HAM HOSPITAL 


Dr. Robert T. Monroe, A.B., University of Michigan, 
1918 and M.D. 1924, Associate in Medicine at the 
Harvard Medical School, has been appointed Physi- 
cian to the Peter Bent Brigham Hospital, effective 
September 1 to succeed Dr. Reginald Fitz. 

He served as medical house officer at the Peter 
Bent Brigham Hospital from July 1, 1924 to Novem- 
ber 1, 1925, as Assistant Resident Physician from 
November 1, 1925 to September 1, 1926, as Junior 
Associate in Medicine from September 1, 1926 to 
December 8, 1932 and as Associate in Medicine from 
December 8, 1932 to date. 


A CHANGE IN THE POSITION OF CITY PHYSI- 
CIAN OF NORTH ADAMS 

Mayor William Johnson of North Adams, Massachu- 

setts has appointed Dr. Vincent Paul Cummings to 


the position of city physician to succeed Dr. W. F. 
McGrath. 
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Dr. Cummings graduated from the McGill Uni- 
versity Medical School in 1931 and is about thirty-two 
years old. 


He is a Fellow of the Massachusetts Medical Soci- 
ety. 


AN ADDRESS BY DR. ALBERT M. SNELL 


Dr. Albert M. Snell, head of a division in medicine 
at the Mayo Clinic, gave an address before the staff 
of St. Vincent Hospital, June 5, at the hospital. The 
Worcester District Medical Society was invited and 
one hundred and fifty attended. His subject was “The 
Diagnosis of Conditions Associated with Jaundice.” 
There were discussions by the hospital staff. 


GRADUATES FROM TUFTS COLLEGE MEDICAL 
SCHOOL, JUNE, 1936 

Mildred I. Adell, Anthony A. Apuzzo, Vincent A. 
Balkus, Thomas A. Barry, James C. Bates, Karl T. 
Benedict, Albert Bernard, Jr., Bascom Bogle, Samuel 
H. Boiarsky, Morris Botvin, Homer L. Brayton, 34d, 
Edward D. Burns, James T. Cameron, Jr., Joseph E. 
Cannon, Ralph Carbone, Arthur C. Carter, Paul J. 
Catinella, Saverio Cerullo, Calvin B. Chamberlain, 
Waldo A. Clapp, Joseph H. Colman, George F. Con- 
nor, Charles A. Currier, 2d, George E. Currier, John 
B. Curtis, Kenneth V. Dalton, Edward Damarijian, 
Kenneth E. Dore, Frank K. Duffy, Joseph E. Dushane, 
Harold W. Epling, James E. Fell, Jacob H. Fine, 
Sawyer Foster, Donald K. Freedman, Edwin M. 
Fuller, Jr., Joseph E. Funk, David Galinsky, Paul P. 
Gates, Francis T. Gidman, Morris Goldenberg, Max 
Goldman, William E. Greer, John E. Grigas, Herbert 
I. Harris, Elinor B. Harvey, Kiernan W. Hennessey, 
Frederic L. Hewes, Elwood O. Horne, Chester W. 
Howe, Norbert W. Humpage, Sheldon L. Hunt, Clay- 
ton L. Ingwell, Paul E. Johnson, Beaumont J. Kiniry, 
Edward Klane, Leo V. Levins, James J. Macek, 
Stanley W. Machaj, Charles H. MacLaughlin, Chester 
W. Malmstead, Oscar J. Marcil, Samuel H. Marder, 
Leonard L. Mauro, George E. ’ McCabe, Joseph B. 
McKenna, Jacob Mezer, Frank P. Morse, Jr., Charles 
S. Mullin, Jr., Laurence J. Murphy, Jr., Frank W. 
Musche, Michael C. Nakashian, John A. Neimant, 
Richard S. Nugent, Andrew W. Orlowski, Rocco 
Pavone, John J. Pearson, Jr., Norman E. Peatfield, 
George J. Pohas, Robert L. Pollard, Raymond R. 
Preefer, Harold A. Press, Joseph A. Reynolds, Fred- 
eric W. Ripley, Jr., Henry Rosen, Milton G. Rosoff, 
Albert P. Royal, Jr., John K. Ruggles, Jr., James F. 
Seccareccio, Daniel C. Shaughnessy, John J. Sheehan, 
Jr., Jules H. Sheinberg, George A. Small, Kenneth E. 
Smith, Seymour J. Solomon, Andrew E. Spognardi, 
Benjamin Stein, Max D. Stein, Joseph M. Stowell, 
Henry F. Sullivan, Nils E. Svibergson, Thomas J. 
Tarasovic, Francis E. Temple, Otis B. Tibbetts, Rob- 
ert W. Tower, Euclide L. Tremblay, Henry C. Van 
Acker, Wallace E. Viles, Carl P. Viola, Charles N. 
Warner, Jr., Lulu H. Warner, George White, Ray- 
mond D. Willard, Jr., Israel Zeltzerman, Arnold M. 
Zetlin. 


BOSTON UNIVERSITY SCHOOL OF MEDICINE 
GRADUATES, JUNE, 1936 


Magna Cum Laude: Priscilla Sellman. 

Cum Laude: Charles W. Bush, Jr., John Ficicchy, 
Jr., Morris Fogel, Leo A. Green, Mitchell Wasserman, 
Roland P. Wilder. 

Others: Joseph Aieta, Jr., Grace E. Anrig, Fred C. 
Barald, Harry- L. Benson, Nathan Chaset, Gilbert 
Clapperton, James H. Crowe, Silverino V. DeMarco, 
Joseph F. Dinan, Wilbur E. Dolfin, John R. Feeley, 
Thomas M. Feeney, Maxwell H. Feinman, William P. 
Finnegan, Arthur L. FitzGerald, Donald J. Flanagan, 
Nathan G. Gordon, Goulaz B. Goulazian, Sydney 
Grace, Peter P. Gudas, James V. Halloran, Jr., Wil- 
liam R. Helfrich, Ernest B. Howard, Edward R. 
Janjigian, Louis M. Kalajian, Samuel J. Kowal, Lio- 
nel D. Lavoie, Homan E. Leech, Emil H. Lewis, Stan- 
ley R. Livingston, William E. MacDonald, John J. 
Mastropolo, Jr., Frances C. McInnes, John F. McMan- 
us, Jack Meyers, Walter M. Mulvihill, William B. 
O’Brien, Bertha Offenbach, Ernest J. Pastorello, Hen- 
ry M. Pollock, Jr., Pierre E. Provost, Edward V. Put- 
nam, Louis Ravreby, Robert Salwen, Harold E. Shel- 
don, Patricia H. Smith, Frank L. Springer, George E. 
Sullivan, Arthur L. Tauro. Joseph P. Thornton, Wil- 
liam W. Wainer, Ellsworth F. Waite, Lincoln D. 
Webber. Arthur B. Woodman, Marian L. Wright. 


HARVARD MEDICAL SCHOOL 


GRADUATES, JUNE 18, 1936 
Albaugh, Clarence Henry, A.B. (Dartmouth College) 
1933 
Anderson, Albert Burton, 
1931 
Appel, John Wilberforce, III, S.B. 1932 


Avery, Noyes Latham, Jr., A.B. (Williams College) 
1932 


Baldwin, Arthur Dwight, A.B. 
1932 

Barron, Edward Milton, A.B. 1932 

Bartram, John Bowman, S.B. (Hamilton College) 
1932 

Bayles, Theodore Bevier, S.B. (Rutgers University) 
1932 | 

Beck, Irving Addison, A.B. (Brown University) 
1932 

Blodgett, William Henry, 
1932 

Bonnet, Philip Dirlam, A.B. (Wesleyan University) 
1932 

Brines, John Kincaide, A.B. (Yale University) 1932 

Brooks, Samuel McLeod, A.B. (Yale University) 1932 

Bunting, Henry, A.B. (Yale University) 1932, A.M. 
(University of Wisconsin) 1934 

Burke, Francis Madden, A.B. 1931 


Campbell, Henry Arthur, Ph.B. (Brown University) 
1932 


Cannon, Espey Farnsworth, A.B. 
Utah) 1933 


S.B. (Yale University) 


(Amherst College) 


A.B. (Oberlin College) 


(University cf 
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Cantlon, Edwin Lowell, S.B. (University of Nevada) 
1932 

Carlin, Gerald Joseph, A.B. (College of the Holy 
Cross) 1932 

Cassels, Donald Ernest, A.B. (University of North 
Dakota) 1932, S.B. (ibid.) 1934 

Catlin, Daniel, A.B. (Yale University) 1932 

Caulfield, Thomas Edward, Jr., A.B. (College of the 
Holy Cross) 1932 

Cheever, Francis Sargent, A.B. 1932 

Clarke, Samuel Tracy, A.B. (Stanford University) 
1933 

Congdon, Palmer, A.B. (Amherst College) 1932 

Cummings, Harwood Warrilows, A.B. (Middlebury 
College) 1932 


Dorman, Daniel Bliss, A.B. 1932 

Downs, Roger Sherman, A.B. (Williams College) 
1932 

Drew, Robert Whitmarsh, A.B. (Wesleyan Universi- 
ty) 1932 

Dublin, Thomas David, A.B. (Dartmouth College) 
1932 


Egan, William Joseph, A.B. (Boston College) 1932 
Ennis, David, A.B. 1932 
Ewell, John Woodruff (Yale University) 


Frackelton, William Hamilton, S.B. (Boston Univer- 
sity) 1932 

Franklin, Roy Wade, S.B. (University of North Caro- 
lina) 1934 

Freeman, James Voorhees, A.B. (Washington and Lee 
University) 1932 


Gilmour, Monroe Taylor, A.B. (Davidson College) 
1929, A.M. (Princeton University) 1930 

Goldberg, Samuel James, Jr., A.B. (Yale University ) 
1932 

Greene, Laurence Francis, S.B. (University of Chi- 
cago) 1932 

Griffith, Robert Leland, A.B. (University of Alabama) 
1932 


Hall, Walter Louis Henry, A.B. (University of Maine) 
1932 

Hamilton, Alfred Thompson, A.B. (University of 
North Carolina) 1932 

Hammon, William McDowell, A.B. (Allegheny Col- 
lege) 1932 

Harken, Dwight Emery, A.B. 1931 

Harrison, Marlow Bristow, A.B. (Stanford Universi- 
ty) 1933 

Havens, Walter Paul, Jr., A.B. 1932 

Hayes, Donald Robert, A.B. 1932 

Hinds, Charles Benjamin, Jr., A.B. (Dartmouth Col- 
lege) 1933 

Hirtle, Ralph Benjamin, S.B. (Bowdoin College) 
1930 

Hodges, Richard Gilbert, A.B. 1931 

Hoff, Hebbel Edward, S.B. (University of Washing- 
ton) 1928, B.A. (University of Oxford) 1930, 
M.A. and Ph.D. (ibid.) 1933 

Humphrey, Stanley Galbach, A.B. (University of Kan- 
sas) 1932 


Ingelfinger, Franz Josef, A.B. (Yale University) 
1932 


Jimenez, Roberto Juan, A.B. 1932 


Keller, Karl William, A.B. 1932 
Kennard, John Harold, A.B. 1932 
Kutzer, Max, A.B. 1932 


LaDue, John Samuel, A.B. (University of Minnesota) 
1932 

Lambert, Benjamin deForest, A.B. (Williams College) 
1932 

Langacher, Karl Thomas, S.B. (Mount Union College) 

1932 

Laudig, Guy Henry, S.B. (Lafayette College) 1932 

Lawson, Robert Barrett, A.B. 1932 

Levin, Robert Raphael, A.B. 1932 

Lowell, Francis Cabot, S.B. 1932 

Lynch, Joseph Patrick, A.B. (Boston College) 1932 


MacMahon, Charles Eugene, S.B. (University of 
Washington) 1932 

Macmanus, Joseph Edward, A.B. (Fordham Univer- 
sity) 1932 

Maltby, George Langford, A.B. (Yale University) 
1932 

Mathews, William Henry, A.B. (Colgate University) 
1932 

May, Charles Davidson (Massachusetts Institute of 
Technology and Harvard College) 

McClung, Hugh Lawson, Jr., A.B. 1932 

McDaniel, Lewis Tillman, A.B. (University of Texas) 
1932 

McGirr, John Clune, A.B. 1932 

Meister, Lester, A.B. (Dartmouth College) 1932 

Moorman, John Demont, S.B. (University of Virginia) 
1932 

Motley, Hurley Lee, A.B. (University of Missouri) 
1930, A.M. and S.B. (ibid.) 1932, Ph.D. (ibid.) 
1934 


Nesbit, Clayton William, A.B. (Williams College) 
1932 
Niles, John Oliver, A.B. 1932 


Oxnard, Edward Warren, A.B. 1932 


Papera, John Joseph, S.B. (Notre Dame University) 
1932 

Patricelli, Liberino, $.B. (University of Washington) 
1930 

Pearson, Robert Winsor, S.B. 1931 

Pease, Bradford Norman, A.B. (Stanford University) 
1933 

Peltz, William Learned, A.B. (Yale University) 1931 

Perkins, John Forbes, Jr. (Harvard University) 

Peters, Carey Moss, A.B. (Colgate University) 1932 

Peterson, Richard Urho, A.B. (Yale University) 1932 

Pike, George Manuel, A.B. 1932 

Pritchard, Walter Herbert, A.B. (Hamilton College) 
1932 


Regan, John Ward, III (Massachusetts Institute of 
Technology ) 

Renick, Charles Alexander, A.B. (University of Michi- 
gan) 1930 
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Richards, Robert Ladd, S.B. (University of New 
Hampshire) 1932, S.M. (ibid.) 1932 

Roach, Frederick Eugene, A.B. (Western Reserve 
University) 1931 

Rogers, Daniel Miner, A.B. (University of Michigan) 
1931 

Rutherford, Robert Northwell, A.B. (University of 
Illinois) 1932 


Segel, Arnold Lester, A.B. 1932 
Shields, Randolph Tucker, Jr., 
and Lee University) 1932 
Shull, John Coulter, A.B. (Princeton University) 
1932 

Smedal, Harald Assvald, Jr., A.B. 
Wisconsin) 1932 

Smedal, Sigmund Henry, S.B. 
versity) 1932 

Smith, Robert, A.B. (Cornell University) 1931 

Spath, William Henry, A.B. (Lehigh University) 
1932 

Stewart, Robert Alexander, A.B. (University of Cali- 
fornia) 1929, A.M. (ibid.) 1930 


A.B. (Washington 


(University of 


(Northwestern Uni- 


Talbot, Nathan Bill, A.B. 1932 
Truex, Edward Hamilton, Jr., A.B. (Dartmouth Col- 
lege) 1932 


Ulfelder, Howard, A.B. 1932 
Vogel, Ernest James, A.B. 1932 


Weed, Milton Ralph, A.B. 
1931 

Weir, David Reid, A.B. 1932 

Welch, Edward James, A.B. (Princeton University) 
1932 

Whelan, Vincent Matthew, S.B. (University of Notre 
Dame) 1932 

Whitten, James Francis, A.B. (University of Maine) 
1932 

Wilkins, Samuel Bryan, Jr., A.B. (University of 
Georgia) 1931 

Worth, Thomas Clarkson, S.B. (University of North 
Carolina) 1934 

Wright, Jackson White, A.B. 
1933 


(Wesleyan University) 


(Dartmouth College) 


Zamecnik, Paul Charles, A.B. (Dartmouth College) 
1933 

Zoll, Paul Maurice, A.B. 1932 

Zollinger, Richard William, A.B. (Ohio State Univer- 
sity) 1933 


M.D. CUM LAUDE 


Baum, Otto Sigmund, A.B. 1932 

Blodgett, James Bishop, A.B. (Oberlin College) 1932 

Dexter, Lewis, A.B. 1932 

Durkee, Ralph Everett, Jr., A.B. 1929 

Good, Conrad Evans, A.B. (Williams College) 1932 

Haff, Donald Wilson, A.B. (Lehigh University) 1932 

Hoerr, Stanley Obermann, A.B. (Antioch College) 
1932 

Keleher, Paul Corbett, A.B. (College of the Holy 
Cross) 1929 


Landowne, Milton, S.B. (College of the City of New 
York) 1932 

Ruffin, Marshall deGraffenried, S.B. (University of 
Virginia) 1932 

Sarris, Spiros Peter, A.B. 1932 

Sweet, William Herbert, S.B. (University of Washing- 
ton) 1930, B.Se. (University of Oxford) 1934 

Todd, Barnard Peale, A.B. (Dartmouth College) 1932 


M.D, CUM LAUDE IN ANATOMY 
Bennett, Henry Stanley, A.B. (Oberlin College) 1932 
M.D. CUM LAUDE IN PHYSIOLOGY 
Ross, Joseph Foster, A.B. (Stanford University) 1933. 
118—without honors 


13—General Honors 
2—Special Honors 


133 


A TESTIMONIAL DINNER 


Grateful Atlantic City hotel men, appreciative of 
the fact that the American Medical Association 
voted to hold its 1937 meeting in that city, gave 
u testimonial dinner recently at the Hotel Traymore 
in honor of the four delegates from New Jersey and 
the Director of the great Atlantic City Convention 
Bureau, Albert Skean. 


The delegates who were honored were Dr. Walt 
P. Conaway, and Dr. Hilton S. Read of Atlantic 
City; Dr. John F. Hagerty of Newark, N. J., and 
Dr. E. R. Mulford, of Burlington, N. J. 

The object of the dinner to the delegates of the 
American Medical Association Convention was to 
honor the Medical Fraternity of the State. 


DARKFIELD SERVICE FOR THE DIAGNOSIS OF 
PRIMARY SYPHILIS 


The diagnosis of primary syphilis is a laboratory 
procedure. The appearance of the lesion and the 
patient’s history may strongly suggest syphilis and 
yet a diagnosis of syphilis be erroneous. Conversely, 
the most “insignificant” or atypical lesion may be 
the primary lesion of syphilis. 

Although the more sensitive blood tests will fre- 
quently detect syphilis soon after the appearance 
of the primary lesion, there is often a delay of 
several days or even two or three weeks before blood 
tests become positive. Delay in beginning treat- 
ment is dangerous to the patient because it seriously 
affects the prognosis, and to the public because of the 
communicability of an untreated recent infection. 
Even the delay of waiting for the result of a blood 
test is to be avoided if possible, although blood 
tests should always be done. 

The darkfield examination of serum from the 
lesion for living spirochetes offers a method of im- 
mediate diagnosis. The examiner, however, must 
have had training and experience in the identifica- 
tion of the spirocheta pallida. The patient must 
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be sent to the physician who is to make the examina- 


tion as living organisms must be seen, and several | 


specimens may have to be examined. 

In order that the physicians of Massachusetts 
may be informed as to available darkfield diagnostic 
service, the State Department of Public Health pub- 
lishes, herewith, a list of the physicians who have 
indicated to the Department that they are equipped, 
competent and willing to make darkfield examinations 
for syphilis. 


This service will be of the greatest usefulness if 
those who use it will be guided by the following sug- 
gestions: 


1. Make arrangements with the consultant phy- 
sician or laboratory by telephone or in person, as 
to when the patient can be seen and as to the 
cost of the examination. The physicians and lab- 
oratories listed have agreed, with few exceptions, 
to adjust the fee to the ability of the patient 
to pay. 

2. If the patient is referred for diagnosis only, state 
so Clearly, or both consultant and patient may 
assume that treatment also is to be provided by 
the consultant. , 


. Under no circumstances apply any treatment to 
the lesion, except saline compresses (see No. 4), 
before the darkfield examination is made. 


. If an ointment or other local treatment has al- 
ready been applied, prescribe salt solution com- 
presses for twelve to twenty-four hours before 
the darkfield examination is to be made. 


. Under no circumstances give the patient any anti- 
syphilitic treatment until the darkfield examina- 
tion and the diagnosis have been made. A single 
injection of an arsenical may cause all the spiro- 
chetes to disappear from the lesion. 


6. Do not depend upon the result of a darkfield ex- 
amination of a lesion which is located within 
the mouth (on the tongue, tonsil, buccal mem- 
branes) for there are spirochetes in many mouths 
which are readily mistaken for the spirocheta 
pallida. A darkfield diagnosis may ordinarily 
be made of a chancre of the lip, however. 

7. Any genital lesion, however “insignificant”, 
and any extragenital lesion, especially of the 
mouth, which does not heal promptly or which 
cannot be diagnosed absolutely as non-syphilitic, 
should be subjected to darkfield investigation. 


ol 


PHYSICIANS 


who have indicated to the Department that they are 
equipped, competent and willing to make darkfield 
examinations for syphilis. 


Amherst 

Barrett, Charles G., 9 Main St. 
Athol 

Bassow, Carlton F., 193 Main St. 
Beverly 


Stanley, Francis G., 242 Cabot St. 


Boston 
Adams, John, Jr., 704 Huntington Ave. 
Appel, Bernard, 311 Commonwealth Ave. 
Atkinson, G. D., 482 Beacon St. 
Baird, Perry C., Jr., 270 Commonwealth Ave. 
Belding, David L., 80 East Concord St. (Boston 

Univ.) 
Boardman, William P., 388 Marlboro St. 
Burnett, Francis Lowell, 205 Beacon St. 
Cass, J. W., 205 Beacon St. 
Chapman, E. M., 66 Commonwealth Ave. 
Cheever, Austin W., 41 Bay State Road 
Cohen, Julius W., 276 Commonwealth Ave. 
Cohen, Nathaniel M., 153 Richmond St. 
Condo, Annunziato, 10 Prince St. 
Downing, John G., 520 Commonwealth Ave. 
Ein, John, 296 Belgrade Ave. 
Flashman, D. H., 37 Schuyler St. , 
Gamboa, Armand M., 496 Massachusetts Ave. 
Garfield, Walter T., 19 Bay State Road 
Greenberg, Samuel L., 536 Commonwealth Ave. 
Greenwood, Arthur M., 416 Marlboro St. 
Grund, J. L., 483 Beacon St. 
Hahn, Myron J., 536 Commonwealth Ave. 
Jacoby, Rudolph, 270 Commonwealth Ave. 
Knight, John Ellis, 520 Commonwealth Ave. 
Landesman, H. M., 463 Commonwealth Ave. 
Lane, C. Guy, 416 Marlboro St. 
Lehnherr, Earl R., 472 Commonwealth Ave. 
Macdonald, Maxwell, 270 Commonwealth Ave. 
Macdonald, William J., 270 Commonwealth Ave. 
Oslin, J. Edwin, 30 Huntington Ave. 
Overlander, C. L., 443 Marlboro St. 
Papas, P. N., 467 Commonwealth Ave. 
Rooney, J. Steward, 53 Parker Hill Ave. 
Sawyer, Alpha R., 371 Commonwealth Ave. 
Schwartz, George, 311 Commonwealth Ave. 
Skirball, Louis I., 353 Commonwealth Ave. 
Smith, C. Morton, 437 Marlboro St. 
Spitz, Jacob, 491 Commonwealth Ave. 
Splaine, R. L., 370 Commonwealth Ave. 
Swartz, J. H., 371 Commonwealth Ave. 
Thurmon, Francis M., 520 Commonwealth Ave. 
Ulrich, Helmuth, 99 Bay State Road 
Vose, S. N., 15 Bay State Road 
Wetherell, B. D., 520 Commonwealth Ave. 
Wheeler, William D., 452 Beacon St. 
Zuckerman, Fernard, 978 Blue Hill Ave. 
Brockton 

Chase, H. A., 141 West Elm St. 

Weiner, F. F., 231 Main St. 
Cambridge 

Amaral, M. F., 871 Cambridge St. 

Lawlor, James J., 374 Cambridge St. 
Chelsea 

Tolman, M. M., 9 Crescent Ave. 
Chicopee 

Fletcher, S. E., 96 Grape St. 
Everett 

Sanford, Wallace, 5 Hancock St. 


Vo 
1 
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Fall River Revere 
Sandler, Samuel, 51 Franklin St. Wilkins, G. A., 648 Beach St. ~ 
Falmouth (East) Salem 
Tavares, Charles M., Main St. Rushford, Edward A., 184 Lafayette St. 
Fitchburg Springfield 


DeCicco, L. M., 355 Water St. 
DeLisle, A. D., 182 Clarendon St. 
Mattia, Anthony F., 97 Summer St. 


Gardner 
Heininger, Arthur G., 14 Main St. 


Haverhill 

4 Consentino, Albert B., 112 Emerson St. 
Laskey, E. Philip, 30 Summer St. 
Whitney, George B., 3 Washington Square. 


Holden 
Rice, G. Arnold, Laurelwood Rd. 
Washburn, Frank H., Holden Clinic 


Holyoke 
Carroll, John J., 192 Chestnut St. 
Fox, Samuel, 207 Elm St. 
Skvirsky, Solomon L., 176 Chestnut St. 
Lawrence 
McArdle, John J., 477 Essex St. 
Lexington 
Crumb, Harold J., 1632 Massachusetts Ave. 
Lowell 
Leland, Harold L., 226 Central St. 
Lynn 
Appel, Bernard, 281 Ocean St. (also Boston) 
Cheever, Austin W., 206 Lewis St. (also Boston) 
Merrill, E. A., Hotel Edison. 
Malden 
Atkinson, G. D., 686 Main St. (also Boston) 
Hoberman, S., 115 Salem St. 
Leavitt, Thomas W., 628 Salem St. 
Schwartz, George, 520 Medford St. (also Boston) 
Medford 
Mauriello, Francesco P. C. D., 349 Salem St. 
Ward, John L., 37 Forest St. 
Melrose 
Corbett, John Robert, 792 Main St. 
Thorp, Edward G., 8 Porter St. 
Nantucket 
Menges, Ernest H., 7 Orange St. 
Natick 
Rowe, L. B., 27 West Central St. 
New Bedford 
Groh, Herman, 488 Pleasant St. 
Shattuck, Edwin C., 22 South Sixth St. 
Tessier, Joseph N., 33 South Sixth St. 
Palmer 
Slowick, J. E., 431 Main St. 
Plymouth 
Swenson, Rudolph E., 2 North St. 
Quincy 
Edelstein, I., 52 Elm St. 
Smith, Edwin E., 39 Elm Ave. 


Davis, Frederick D., 1537 Main St. 

Devine, H. Leo, 1597 Main St. 

Dwyer, John E., 146 Chestnut St. 

Federici, Louis, 971 Main St. 

Peck, Roy H., 1214 Main St. 

Sullivan, Edward C., 1597 Main St. 

Tober, J. B., 1786 Main St. 

Wilder, W. O., 20 Maple St. 
Webster 

Plouffe, Bernard L., 359 Main St. 
Westborough 

Olson, J. Merrill, 54 West Main St. 
Woburn 

Atwood, Eldridge D., 36 Pleasant St. 
Worcester 

Bieberbach, Walter D., 36 Pleasant St. 

Felton, Lester M., 36 Pleasant St. 

Looney, J. M., 10 Newton Ave. 

Phelps, O. Draper, 27 Elm St. 

Scarcello, N. S., 27 Elm St. 

Tormey, Leonard L., 151 Grand St. 


LABORATORIES 
in hospitals, institutions and clinics, at which dark- 
field examinations are made. 
Boston 
Beth Israel Hospital, 330 Brookline Ave. 
Boston Dispensary, 25 Bennet St. 
Boston Health Department, 1101 City Hall Annex 
Faulkner Hospital, 1153 Centre St., Jamaica Plain 
Leary Laboratory, 43 Bay State Road 
N. E. Deaconess Hospital, 16 Deaconess Road 
Peter Bent Brigham Hospital, 721 Huntington 
Ave. 
Brockton 
Board of Health Laboratory, City Hall 
Brockton Hospital, 680 Center St. 
Cambridge 
Board of Health Laboratory, City Hall. 
Cambridge City Hospital, 1493 Cambridge St. 
Fall River 
Board of Health Laboratory, City Hall Annex 
Fall River General Hospital, 228 Stanley St. 
Truesdale Hospital, 1820 Highland Ave. 
Foxborough 
Foxborough State Hospital 
Haverhill 
Board of Health Clinic, 6 Court St. 
Holyoke 
Holyoke Hospital, 509 Beech St. 
Lawrence 
Board of Health Clinic, 130 Oak St. 
Lowell 
Board of Health Clinic, Cor. Kirk and Page Sts. 


} 
. 
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Lynn 

Lynn Hospital Clinic, 212 Boston St. 
Newton 

Newton Hospital, 2014 Washington St. 
Northampton 

Cooley Dickinson Hospital, 30 Locust St. 
Pittsfield 

Board of Health Laboratory, City Hall 

House of Mercy Hospital, 741 North St. 

St. Luke’s Hospital, 379 East St. 


South Hadley 
Mount Holyoke College Laboratory 
Springfield 
New England Laboratories, 44 Chestnut St. 
Springfield Hospital Laboratory, 759 Chestnut St. 


Taunton 
Taunton State Hospital, Hodges Ave. 


Tewksbury 
State Infirmary 

Worcester 
Memorial Hospital, 119 Belmont St. 
Worcester City Hospital, 71 Jaques Ave. 
Worcester State Hospital, Belmont St. 


IMPORTANT 
Whether the patient is sent to a physician or a 
laboratory, an appointment should be made and 
the matter of the fee to be charged should be con- 
sidered, before the patient is referred for ex- 
amination—The Massachusetts Departinent of Puhiic 
Health. 


CORRESPONDENCE 


HAVE THE PRACTITIONERS AWAKENED? 
Editor, New England Journal of Medicine, 


In June of 1935, the Massachusetts Medical Society 
voted to ask the Public Health Authorities in Massa- 
chusetts to stop establishing free clinics for immuni- 
zation against diphtheria for those who could afford 
to pay. At the same time the Society urged the 
practitioners to increase their activities in this 
regard. 

During the Autumn of 1935 and the Spring of 
1936, in various parts of the Commonwealth dif- 
ferent groups of physicians in the Society have 
made a definite effort to stimulate immunization 
work by the practitioners and in some parts plans 
have been perfected so that this work could be done 
for the patients at a price commensurate with their 
ability to pay. It has been gratifying to note the 
co-operation of the Public Health Officials in this 
work. 

On December 26, 1935, in this Journal appeared 
an editorial urging the practitioners to increase 
their activities along these lines. 

At the Annual Meeting of the Society in June, 
the Chairman of the Committee on Public Health 
reported that in a small survey among practitioners 
it was found that only 10 per cent of a group of 


babies that were the suitable age for this work 
had been protected against diphtheria. Although 
this is an exceedingly small number, there is reason 
to hope that it may be an increase over the 
number immunized by practitioners in the corre- 
sponding period a year ago. It is estimated that if 
30 per cent of the babies are immunized, diph- 
theria will disappear. It would be better if 100 per 
cent were immunized. Certainly the practitioners 
must immunize more than 10 per cent if they have a 
right to claim that they are awake to the situation 
and before they are justified in asking the Public 
Health Officials to turn this work over to the prac- 
titioners. 


CHANNING FROTHINGHAM, M.D. 
June 15, 1936. 


RECENT DEATHS 


VOORHIS—KatTHALyN Voornis, M.D., of Leicester, 
Massachusetts, whose office was at 36 Pleasant 
Street, Worcester, died at the Harvard Hospital, 
Worcester, June 19, 1936, after an extended illness. 
Dr. Voorhis was born in 1886 and graduated from 
Bucknell University in 1910 and from the Tufts Col- 
lege Medical School in 1916. 

After serving an interneship at the Worcester 
Memorial Hospital, she held the position of resident 
physician at the Women’s Reformatory at Framing- 
ham. She later engaged in practice in Worcester, 
specializing in diseases of the ear, nose and throat. 

She was a Fellow of the Massachusetts Medical 
Society and the American Medical Association. 


STEWART—VERNON CHAMPNEY STEWartT, M.D., of 
Woburn, Massachusetts, died at his summer home 
in New Ipswich, New Hampshire, June 21, 1936. 

Dr. Stewart was born in St. George, New Bruns- 
wick, in 1879, the son of the late Rev. William J. 
Stewart, D.D., and Lillie Hanson Stewart. 

He graduated from the Columbia University Col- 
lege of Physicians and Surgeons in 1904 and after 
his interneship began practice in Woburn, Mass- 
achusetts. He served as medical examiner from 
1918 to 1932 and was a member of the Staff of the 
Choate Memorial Hospital. Dr. Stewart was a Fel- 
low of the Massachusetts Medical Society and the 
American Medical Association, a Fellow of the Acad- 
emy of Physical Medicine, the fraternities of the 
Masons, the Elks and several social organizations. 

He served as royal physician to the Order of 
Scottish Clans. : 

His widow, Mrs. Margaret Gormley Stewart, and 
his mother, both of Woburn, survive him. 


PERKINS—Arcuieé ELMER PERKINS, M.D., a retired 
physician of 99 Day Street, Fitchburg, Massachusetts, 
died at Gardner, Massachusetts, June 14, 1936. 


Dr. Perkins was born at Waits River, Vermont 
in 1865 and graduated from the Hahnemann Medical 
College and Hospital, Chicago, in 1889 and did post- 
graduate work at the New York and Manhattan 
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eye and ear infirmaries. He practiced in Ashburn- 
ham, Massachusetts several years before settling in 

Fitchburg and served as alderman in the last named 
city in 1906-1907. 

He was a Fellow of the Massachusetts Medical 
Society until he retired in 1935 and had been a mem- 
ber of the American Institute of Homeopathy. 

He was a past master of the Aurora Lodge, A. F. 
& A. M. and had progressed through the various 
orders to became a 32nd degree Mason. 

Dr. Perkins is survived by his widow, Mrs. Edith 
(Prescott) Perkins, a daughter, Mrs. A. M. Powell 
of Worcester, Massachusetts, and two sisters. 


FALLON — As the forms for this issue of the 
Journal were closing, a notice of the death of Dr. 
Michael F. Fallon of Worcester on June 24 was 
received. A further notice will appear in the Journal 
of July 2. 


OBITUARY 
JAMES TATE MASON, M.D. 


It is with the deepest regret that the Journal re- 
cords the death on June 20 at Seattle of Dr. James 
Tate Mason, President of the American Medical As- 
sociation. 

Dr. Mason was born in Virginia in 1882 and re- 
ceived his medical education at the University of 
Virginia, graduating in 1905. After practicing a few 
years in Philadelphia, he moved to the West Coast 
and eventually settled in Seattle, in 1909. As an 
eminent, skillful and successful surgeon, he founded 
and built up the Mason Clinic and the Virginia Ma- 
son Hospital, was consulting surgeon for several 
- large industrial companies and a member of many 
important medical societies. 

During his incumbency of the position of Presi- 
dent-Elect of the American Medical Association, Dr. 
Mason visited Boston and was entertained by Dr. 
Roger I. Lee, Trustee of the Association, and the 
officers of the Massachusetts Medical Society. 

Although unable, because of illness, to attend the 
annual meeting of the American Medical Associa- 
tion at Kansas City this spring, he was elected 
president in absentia. It is unfortunate that death 
should have come at the very height of Dr. Mason’s 
career, and the Journal takes this opportunity of 
expressing its most sincere sympathy to his family 
and to the American Medical Association. 


REPORTS OF MEETINGS 


NEW ENGLAND PHYSICAL THERAPY SOCIETY 


The adjourned Annual Meeting of the New Eng- 
land Physical Therapy Society was held at the Hotel 
Kimball, Springfield, on June 8, 1936, directly fol- 
lowing the program of the Section of Radiology and 
Physiotherapy of the Massachusetts Medical Society. 

Arrangements were completed for the New England 
Physical Therapy Society to act as hosts to the 


Academy of Physical Medicine when the latter or- 
ganization holds its three-day Annual Meeting in 
Boston next October. This will be the Academy’s 
first visit to Boston since 1930. 


PETER BENT BRIGHAM HOSPITAL LECTURE 


The first of a series of three lectures was delivered 
by Dr. K. H. Giertz, Surgeon-in-Chief in the Sabbats- 
berg Sjukhur, Stockholm, and Surgeon to the late 
Queen of Sweden, on May 18, 1936, in the Peter 
Bent Brigham Hospital, where he is serving as 
Surgeon-in-Chief pro tempore. In introducing the 
speaker, Dr. Elliott C. Cutler reminded the audi- 
ence of the admirable place held by Sweden in pro- 
viding good medical care for all the people from 
both the scientific and social viewpoints. Dr. Giertz 
spoke on “Twenty-Five Years’ Experience in the 
Treatment of Peritonitis.” 

The cases analyzed by him in studying peritonitis 
included all instances of the disease treated under 
his direction as Senior Surgeon between 1910 and 
1934, except for pelvic peritonitis in women. Perit- 
onitis is not a uniform and constant disease; the 
manifold character of reactions in various indi- 
viduals, combined with the diverse origins of the 
condition, produces a variety of clinical forms. The 
really effective way of combating peritonitis is to 
prevent it by eradicating the cause before the 
process has gone beyond the stage where it is ir- 
reversible. As a warning sign, abdominal pain of 
a generally severe nature stands first, because if it is 
heeded promptly, the cause can be removed in time 
to check the spread of infection. Unfortunately 
there exist certain rare forms typified by pancreatic 
and acute purulent peritonitis of undetermined or- 
igin where one cannot remedy the cause. 

Misinterpretation of reported statistics in this con- 
dition may be blamed on several factors, the first of 
which is a failure to distinguish the stage of the 
progressing infection. In the beginning the perit- 
oneal cavity is filled by a free effusion spreading 
from a local source of infection as a seropurulent or 
purulent exudate. After the second or third day 
the infection tends to become walled off, and local 
encapsulated abscesses not communicating with the 
general peritoneal cavity are formed. In the case 
of appendicitis, the position of the appendix, the 
presence of adhesions, and other local factors may 
be influential in determining the course of the 
process. While cases which heal often present re- 
sidual abscesses, the exudate may all be reabsorbed 
during recovery. 

Even when an early operation is performed, it 
is impossible to tell whether the result will be 
reabsorption, encapsulation, or general peritonitis. 
The free diffuse type shows a decreasing tendency 
to reversibility up until forty-eight hours, after 
which general peritonitis is the rule. Early opera- 
tions have a low mortality, require no drainage, and 
heal without difficulty, while delayed surgery entails 
a considerable mortality, long incisions with drain- 
age, the removal of encapsulated pus, and the pos- 
sibility of ileus. An estimate of the peritoneal in- 
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volvement is preferred to a statement of whether 
the appendix has perforated. In generalized puru- 
lent peritonitis better results are found from small 
incisions, little handling of the bowel, and primary 
closure of the wound than from large incisions and 
aggressive measures. 


A third point of disagreement arises from the com- 
parison of late septic operations with those under- 
taken early for prophylaxis. Since the prophy- 
lactic operations must be as simple and nonirritat- 
ing as possible, good diagnosis beforehand is es- 
sential to prevent unnecessary exploration. X- 
rays of the abdomen may prove very useful in de- 
termining the nature and extent of the trouble, 
and should be employed without delay. A midline 
incision for diffuse peritonitis should be made only 
for a definite reason, but a small exploratory in- 
cision over the appendix may be justified by the 
frequency of inflammation there. 

Ileus associated with peritonitis is of two types, 
mechanical and paralytic. In recent and acute in- 
flammations a limited part of the small intestine 
becomes a stiff and rigid tube, producing a mechan- 
ical obstacle to intestinal function. When the perit- 
onitis becomes fibropurulent a toxic factor is added 
to the mechanical one, giving a paralytic or in- 
hibited ileus. Whether a specific toxin exists is not 
certain, although the observation that the circu- 
latory collapse occurring in intestinal obstruction 
is relieved by gastrostomy and recurs when the 
gastrostomy is closed suggests the activity of a 
toxic agent. The surgical treatment of ileus in the 
presence of peritonitis is none too satisfactory. In 
acute purulent peritonitis ileostomy proved useless, 
as all the patients died. Cecostomy is _ super- 
fluous, and may prove hazardous. Besides being 
easily perfcrmed and healing readily, gastrostomy 
relieves the fecal vomiting and allows fluids to be 
given, if the tube has been put through the pylorus 
into the duodenum. Dr. Giertz commented on the 
use of the Wangensteen tube only to say that his 
experience was not large enough to state whether 
this was as efficacious as gastrostomy. 


In appendiceal peritonitis the mortality was 8.35 
per cent, but if there was not more than sero- 
purulent peritonitis locally it was 1 per cent or 
less. From routine leucocyte counts and sedimenta- 
tion rates done on all appendicitis cases, it has 
been observed that acute gangrenous appendicitis 
presents a leucocytosis of 19,000 to 14,000 (rarely 
above 20,000) with a normal sedimentation rate in 
the first two days. If a low white cell count or 
a high sedimentation rate is discovered, a diagnosis 
of appendicitis is less likely to be made. Up until 
forty-eight hours the operation for appendicitis is 
considered easy, while after that it becomes serious 
and should be done only by an experienced surgeon. 
Primary closure of the wound is done routinely; if 
phlegmon of the abdominal wall develops, as it 
may do even in the absence of peritonitis, secondary 
drainage is instituted. 


Residual abscesses are commonest in the pouch of 


Douglas, and may also localize in the iliac fossae 
and under the diaphragm. In the latter location 
they may arise after gallbladder disease, perforated 
peptic ulcer, gunshot wounds, tumor, and the like, 
although appendicitis is the usual cause. 

Perforated peptic ulcer demands early operation, 
to prevent the development of peritonitis. If the pa- 
tient is in poor condition, the perforation is more 
than four hours old, or the operator is inexperienced, 
the best results will follow a simple closure of the 
perforation and a gastrostomy. More extensive pro- 
cedures, like gastroenterostomy and resection, are 
not justified by their results. 

The gangrenous gallbladder rarely produces a 
purulent peritonitis, of a comparatively mild sort, 
which almost never results in ileus. Death oc- 
curs as a result of the original disease, not from 
peritonitis. 

Pneumococcal peritonitis occurred only three times 
in the series, although cases of empyema of the perit- 
oneum and umbilical abscess caused by this organ- 
ism were observed. 

Certain cases of acute generalized purulent perit- 
onitis disclosed no local cause at operation or 
necropsy. These cases ought always to be explored 
with appendicitis in mind; if the appendix is normal 
it may be left in, to minimize trauma to the already 
infected peritoneum. In twenty-five years three cases 
of gangrenous appendicitis missed early operation 
because the diagnosis was not made, and ended 
fatally when the operation was performed later. 

An acute onset of scarlet fever in children with 
severe abdominal pain may simulate appendicitis; 
a serious streptococcal peritonitis is likely if op- 
eration is done. 

In closing, Dr. Giertz reiterated the importance 
of accurate diagnosis and early operation in reducing © 
the mortality from acute abdominal conditions 
and emphasized the necessity of educating the pub- 
lic with regard to the great risk of delay in such 
cases. 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, JUNE 29, 1936 

June 30— 
9 A.M. Massachusetts General Hospital. Orthopedic- 
Poliomyelitis Clinic—Out-Patient Department. 


9 4. : Massachusetts General Hospital. Thoracic 
nic 


Wednesday, July 1— 


P.M. Massachusetts General Hospital. X-Ray 
Conference. 
Thursday, July 2— 
*8:30-9:30 A.M. Clinic, Surgical and Ortho edic Staffs 
po Pe the Children’s Hospital, at the Children’s Hos- 
my Massachusetts General Hospital. Surgical 
Grand Rounds. 
9:15 A.M. Massachusetts General Hospital. Neuro- 
logical Conference. 
12 M. Massachusetts General Hospital. Clinico- 
Pathological Conference. 
Friday, July 3— 
10 A.M. Massachusetts General Hospital. Cardiac 


Clinic. 


10:30 A.M. Massachusetts General Hospital. Frac- 
ture Rounds. 


*Open to the medical profession. 
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bration. See page 1166, issue of June 4. 

September, 1936—First saree sal Congress of Sana- 
toria. “e Private Nursing Homes. See page 803, issue of 

pr 

September 7-10—International Union against Tubercu- 
losis. See page 554, issue of March 12. 

September 14 and 15—Tercentenary Session of the Har- 
vard Medical School. See page 1166, issue of June 4. 

September 29 - October 3—First International Conference 
on Fever Therapy. See page 1325, issue of December 26, 
1935, and page 1075, issue of May 91, 

October 12-18—Third International Congress on Malaria. 
See page 1076, issue of May 21. 

October 19-23—Clinical Congress of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 

October 19-31—1936 Graduate Fortnight og the New 
of Medicine. See page 1221, issue of 
une 11. 

October 20-23—The American Public Health Association. 
See page 1226, issue of June 11. 

21-24, Society for Experimental 

Pathology. See page 1075, issue of May 21. 
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une 29- July ee Administration. See page 


The True Physician. The Modern “Doctor of the 
Old School.” Wingate M. Johnson. 157 pp. New 
York: The Macmillan Company. $1.75. 


La Rate en Pathologie Sanguine. E. Houcke. 154 
pp. Paris: Masson et Cie. 45 fr. 


Les Petites Régles de la Chirurgie Parfaite. 
J. Okinczyc. 60 pp. Paris: Masson et Cie. 12 fr. 


The Phenomena of Life. A Radio-Electric Inter- 
pretation. George Crile. 379 pp. New York: W. W. 
Norton & Company, Inc. $3.50. 


Pediatric Nursing. John Zahorsky. 568 pp. 
St. Louis: The C. V. Mosby Company. $3.00. 


Clio Medica. Tuberculosis. Gerald B. Webb. 205 
pp. New York: Paul B. Hoeber, Inc. $2.00. 


Physiology of Love. Paolo Mantegazza. 237 pp. 
New York: Eugenics Publishing Company. 


L’Année Thérapeutique. Médications et Procédés 
Nouveaux. A. Ravina. 195 pp. Paris: Masson et 
Cie. 18 fr. 


Psychology of Sex. A Manual for Students. Have- 
lock Ellis. 377 pp. New York: Emerson Books, 
Inc. $3.00. 


The Chemistry of Natural Products Related to 
Phenanthrene. An American Chemical Society Mono- 
graph. L. F. Fieser. 358 pp. New York: Reinhold 
Publishing Corporation. $6.50. 


Transactions of the American Gynecological Socie- 
ty. Volume 60. For the year 1935. Edited by Otto 
H. Schwarz. 353 pp. St. Louis: The C. V. Mosby 
Company. 


American Martyrs to Science Through the Roent- 
gen Rays. Percy Brown. 276 pp. Springfield and 
Baltimore: Charles C Thomas. $3.50. 


Bewildered Patient. Marian S. Newcomer. 323 pp. 
Boston and New York: Hale, Cushman & Flint. 
$1.75. 


BOOK REVIEWS 


Endocrinologie. Noél Fiessinger. 152 pp. Paris: 
Masson et Cie. 20 fr. 


This small volume is one of a series of brochures 
which is being published, dealing with the various 
phases and specialties of medicine. Psychiatry, 
gynecology, the treatment of syphilis, dermatology, 
neurology and the digestive disorders have been 
among the subjects covered thus far. Short vol- 
umes on radiotherapy and the disorders of nutrition 
are in preparation. 

The present book is written by an authority on 
endocrinology and is intended to present in a brief, 
simple, yet embracing manner the essentials of this 
branch. The author takes up the glands of internal 
secretion from the standpoint of their normal and 
altered physiology, their pathology and accompany- 
ing physical changes and the treatment of them. 
Care is taken to limit the text to the consideration 
of only those glands which contain or produce hor- 
mones. The subject of endocrinology is indeed 
an extensive one. Nevertheless the author manages 
in this relatively shert volume to accomplish the 
purpose previously referred to. The illustrations, 
though small in number, are excellent. The book 
is highly recommended to the medical student, It 
can, in addition, be utilized with benefit by the phy- 
sician desiring a quick review of or an introduction 
to the very interesting subject of endocrinology. 


An Introduction to Surgery. Rutherford Morison 
and Charles F. M. Saint. Third Edition. 367 pp. 
Baltimore: William Wood & Company. $5.00. 


The title of the book indicates its purpose. It is 
designed for students beginning their surgical 
studies. In setting forth the signs and symptoms of 
surgical diseases, its basis is pathological,—an ex- 
position of the reaction of various tissues to various 
insults. We read in the introduction, “Nature alone 
can heal, but often requires help. In order that the 
help which surgery can give may be applied cor- 
rectly and to the best advantage, we must under- 
stand her methods and seek to imitate them.” Al- 
though to two such experienced surgeons as the 
authors the temptations to discourse on operative 
practice may have been difficult to submerge, they 
have steadfastly held to their primary objective. 
The volume is more than one on surgical pathology. 
It instructs the student not only in nature’s im- 
mediate reaction to various insults but also in her 
methods of repair. The twenty-two chapters pro- 
ceed in good order, gradually developing the student’s 
knowledge, so that by the twenty-first chapter he 
is prepared for a consideration of the “Indications 
for Operations” and in the twenty-second chapter 
for “Pathological Conditions Illustrating the Ap- 
plication of the Principles of Surgery.” 

The text is terse, in places little more than a 
topical outline. This fact and the two hundred 
illustrations with a good index enhance its value 
as a reference book for students and teachers of 
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the fundamentals of surgery. In a volume of this 
scope there are naturally certain moot matters 
which are set forth in too didactic a manner. The 
reviewer regards the work favorably and believes 
that others than those who are starting their surgical 
studies may profit greatly by its perusal. 


Convalescent Care in Great Britain. Elizabeth Greene 
Gardiner. 163 pp. Chicago: The University of 
Chicago Press. $1.50. 


This book is the result of a survey made in 1930 
of the hospitals and rest-houses in England, Wales 
and Scotland especially designed for convalescent 
care. There is nothing in this country which quite 
compares with the service offered in Great Britain, 
except possibly in the region of New York City. It 
is felt that lack of facilities for the convalescent 
care of patients is one of the outstanding weak- 
nesses of American medicine. The survey is thus 
published with the idea that similar service may 
ultimately be. offered to patients in the United 
States. The book is important in relation to the 
social aspects of medicine. The survey seems to 
have been adequately done and the report full. 


A Textbook of Roentgenology. The Roentgen, Ray 
In Diagnosis and Treatment. Bede J. Michael 
Harrison. 826 pp. Baltimore: William Wood 
& Company. $10.00. 


The method of presentation is rather unusual for 
a book on Radiology. There are 826 pages with 
only 238 illustrations. No reference to the cur- 
rent literature is made, either in the text or in the 
form of a bibliography. In the Preface the Author 
gives a list of standard textbooks to which he has 
referred, and he definitely states that he has planned 
the book for students and general practitioners 
rather than for specialists. 


On the whole he has succeeded in producing a 
rather unique book which accomplishes very well 
the object for which it was written. Advice to the 
student and practitioner in the Introduction is par- 
ticularly good and worth quoting even in a review 
such as this: 


“So far it does not appear to have been accepted 
as a basic fact in medical practice that consultation 
between the roentgenologist and the clinician should 
take place before any roéntgenological examination 
other than the very simplest is undertaken. It must 
be remeinbered that the examination and interpreta- 
tion of roentgenograms are directly correlated with 
the technique of their production, and that it may 
be very difficult to analyze a roentgenogram satis- 
factorily unless one is capable of analyzing the 
technique which was employed in producing it. 
Hitherto overmuch stress has been laid on the 
promiscuous viewing of roentgenograms in wards 
and operating theatres, ete., and insufficient stress 


has been laid on the proper consultation prior and 
subsequent to the roentgenological investigation. 

In discussing the various conditions in which the 
x-rays may be used either as a diagnostic aid or 
a therapeutic procedure, the Author has preceded 
each subject with a discussion of the underlying 
pathology. The roentgen findings are then pre- 
sented briefly with a short discussion of the roent- 
gen treatment when this therapeutic procedure is 
indicated. 

Controversial procedures have been avoided and 
the presentation is clear and concise. No extrava- 
gant claims are made. Recent advances in the field 
of roentgenology and therapeutics are included. The 
book contains jan excellent chapter on Radio- 
Physiology and Biology, and one on Dangers and 
Protection. 

It is well printed and the illustrations, although 
limited, are well selected. It should prove a satis- 
factory textbook for students and practitioners; and 
is worthwhile for the experienced roentgenologist. 


A Textbook of Obstetrics. For Students and Prac- 
titioners. Frederick C. Irving. 558 pp. New 
York: The Macmillan Company. $6.00. 


In his introduction the author states that this 
book is an amplification of the lectures used for a 
number of years in teaching the second, third and 
fourth year students at the Harvard Medical School, 
and represents the policies and practices at the 
Boston Lying-in Hospital. The book is divided into 
two parts, Part I containing the material on normal 
obstetrics, and Part II that on abnormal obstetrics. 

The author covers the whole subject satisfactorily 
and in a clear and concise manner. The procedures 
that -he advises are carefully described and are those 
of safe, conservative obstetrics. If all practitioners 
carefully followed the advice that the author has 
laid down, a tremendous improvement in obstetrics 
would follow. 

At times the author assumes that students and 
practitioners know more than they really do, and he 
omits details which in a textbook should be made 
absolutely clear. There is no warning to the student 
about the necessity of carefully watching cases which 
have developed puerperal insanity. There is no de- 
scription of the postoperative care in Cesarean sec- 
tion. Neither is there any reference to the use of 
ether in a breech delivery. 

The author’s advice to insert a Voorhees’ bag in 
all cases of ruptured membranes where labor does 
not ensue within forty-eight hours is questionable, 
and he makes no clear distinction between a contrac- 
tion ring and a retraction ring. He advises a very 
conservative stand in the treatment of eclampsia. 
In connection with plasmapheresis, it would be in- 
teresting to know the number of cases in which 
this procedure was used alone, or whether it was 
used only as an adjuvant to other procedures in the 
treatment of eclampsia, and what results were ob- 
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tained. In the treatment of pre-eclampsia as ad- 
vised by the author, he apparently condemns the 
use of Caesarean section in those cases where im- 
provement does not take place after treatment, and 
emptying the uterus is thought necessary. It is 
an important admission on the author’s part, that 
regardless of the treatment employed, the mildness 
or severity of the individual case of eclampsia is in 
most instances the determining factor between re- 
covery and death. 


The illustrations on the whole are well chosen. 
They are reproduced with varying degrees of ex- 
cellence. The similarity of the drawings on the 
technique of the use of forceps to those of the well- 
known work of Farabeuf and Varnier is striking, 
and they are without question among the best in 
the book, clearly explaining the application of 
forceps in the various positions. 

At the end of each chapter are well-chosen ref- 
erences for the student’s use. 

The book is a well-defined exposition of obstetrics, 
giving the student an excellent understanding of at 
least one method of managing his cases. 


The Single Woman and Her Emotional Problems. 


Laura Hutton. 150 pp. Baltimore: William Wood 
& Company. $2.00. 


Although excellent in parts, this little book is 
distressingly inadequate. Many will disagree with the 
Freudian explanations and will prefer to apply 
more generally the statement that the author makes 
regarding sexual inversion—‘At the present time 
then, all theories must be tentative—’. Although 
stressing the physiological innocuousness of mastur- 
bation—by oneself or by another woman—may well 
be worth while and a great source of relief to many 
worried women, the taboo which makes sexual re- 
lations between women in Sweden and Germany 
illegal cannot be disregarded. Strangely enough the 
author does not discuss the origin and merits of this 
taboo. 

The author makes no mention of the value of 
exercise, diet or other means of lessening sex drive 
—thereby greatly lessening the adequacy and use- 
fulness of this book. 


The Specificity of Serological Reactions. Karl Land- 


steiner. 178 pp. Springfield and Baltimore: 
Charles C Thomas. $4.00. 


This is an excellent monograph concerning a very 
specialized subject. Originally published in German, 
this second edition, which is the first English 
edition, brings the subject matter up to date. 

After the introductory remarks the five chapters 
cover in turn the serological specificity of proteins, 
the specificity of all antigens, the specificity of 
antibodies, artificial conjugated antigens, includ- 
ing serological reactions with simple chemical com- 
pounds, and chemical investigations on _ specific 
cell substances, including carbohydrates and lipoids. 


As one would expect, the author presents the 
different aspects of this complicated branch of im- 
munology clearly and in logical sequence. There : 
are many explanatory footnotes and the majority 
of these, as well as the text, refer to approximately 
1,300 titles in the bibliography. In addition, the 
author provides a list of textbooks, reviews and mon- 
ographs covering the general aspects of serology and 
immunology and the more specialized considerations 
of specificity. The book is beautifully printed on 
good paper and is well bound. 

Though hardly to be recommended to the busy 
practitioner, unless he happens to be interested in 
the allergic manifestations of disease, the book 
should be of inestimable value to all concerned with 
teaching and with investigative work in serology 
and immunology. 


A Textbook of Surgery by American Authors. Edited 
by Frederick Christopher. 1608 pp. Philadelphia 
and London: W. B. Saunders Company. $10.00. 
Christopher’s Textbook of Surgery is a long text- 

book (1567 pages plus 40 pages of fine print index). 
The individual sections have been written by a large 
group of the best surgeons and teachers of surgery 
in the country. The choice of contributors for each 
subject is, on the whole, excellent. The book is well 
made, well printed, and well illustrated. Like any 
book made up in this way the subject matter is a 
little uneven, but most of the articles are very up to 
date and contain the best practice, thought and de- 
velopments of the last few years. It is certainly 
on a par with the best of other modern textbooks 
in this field, except, perhaps, for the unevenness of 
the articles mentioned above. On the whole it at- 
tempts to go into a little more detail in operative 
technique than some of the shorter textbooks. 

Of course an individual reviewer can find fault 
with almost any book if he looks hard enough. The 
most glaring statement noticed here was the recom- 
mendation in the section on radiological examina- 
tion that the use of Thorotrast intravenously is good 
practice for demonstrating certain diseases of the 
liver and spleen. A very large number of roentgen- 
ologists and other physicians would not agree with 
this because of the danger of late harmful results 
from this radioactive substance. Again in the sec- 
tion on tumors of the breast it is indicated that 
transfusion should be available at the completion of 
all radical breast operations. The reviewer believes 
that routine transfusion should not only be avail- 
able, but given in such operations as resection of 
the stomach and intestines and many others, but 
has never found shock of serious degree to follow 
radical mastectomy in the great bulk of such cases. 
In this section also, which is a very full one, one 
would think that a little space might have been 
saved in the anatomical description of the intra- 
thoracic lymph nodes which cannot be reached any- 
way, and a little more attention given to a discus- 
sion of which cases should have radical surgery and 
which should have radiation or other forms of 
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treatment. There is no statement in this section} knowledge! Dr. Bostock and Dr. Blaekley come to 


as to the prognosis following treatment at different 
stages of the disease or in relation to different 
types of pathology. 

In spite of occasional slips such as these this 
book should be extremely valuable to the student, 
the practitioner and even to the master surgeon. 


The Phenomena of Life. A Radio-Electric Inter- 
pretation. George Crile. 379 pp. New York: 
W. W. Norton & Company, Inc. $3.50. 

“The Phenomena of Life” is another in the series 
of books written by George Crile to explain in 
popular form his thoughts and beliefs in physiology. 
It is arranged in the form of an exposition of the 
development of thought and knowledge concerning 
surgicai shock as it has come to him in his life- 
time. In the chapters of the book on the most 
recent developments he gives a very loose inter- 
pretation of some of the newer ideas having to 
do with neurophysiology and especially with re- 
gard to processes of combustion and nervous im- 
pulses. 

So-called “popular science” of which this is a 
typical example, even if the author does not label 
it as such, may be “popular”, but all too often it 
is not science. 

If the author were more rigorous in his reason- 
ing and exposition, a book having to do with the 
subject at hand could be extremely valuable, not 
merely by stimulating thought along lines that 
really are new and important, but as a point of de- 
parture for further investigations. As it is, it has 
some value to any reader well enough trained in 
the method of science to realize that his “proofs by 
analogy” are not scientific proofs, but are merely 
hypotheses that need investigation. Taken in this 
way, that is, as the brilliant speculations of an ex- 
tremely brilliant mind, and realizing that among 
these speculations there are probably a few among 
many that will be found to be important, the book 
is interesting. 

However, fhere are many sections that any reader 
will be unable to understand because pseudoscience, 
not being logical, is not adapted to being under- 
stood by the logical mind. The average reader will 
probably lose interest before finishing the book. 


Your Hay Fever. Oren C. Durham. 264 pp. Indian- 
apolis and New York: The Bobbs-Merrill Company. 
$2.00. 

Whenever a real authority talks or writes about 
his particular subject, the words, whether spoken or 
written, command attention. Dr. Durham has de- 
voted his full time and energy for many years to 
the study of pollen and now he presents the results, 
in a book which will appeal to every hay fever 
sufferer, and to his physician also. 

The story of hay fever which occupies the first 
half of the book is delightfully written. How 
dramatic was the early development of our present 


life for us and it is almost painful to see how 
close they came to the facts as we know them 
today. The account of their interesting experiences. 
almost begs the reader to look over the original 
works for himself. 

The second half of the book contains a variety of 
technical points about pollen—its structure, its 
function, and particularly its distribution. The com- 
mon hay fever trees, grasses, and weeds are de- 
scribed briefly but sufficiently. Simple maps, tables, 
and a few illustrations amplify and summarize the 
text. At the end is a short section on treatment 
written by Dr. S. M. Feinberg in which the prin- 
ciples and objects of specific treatment are explained 
in a simple, clear fashion. Technical details are not 
given. 

The book can be recommended to anyone inter- 
ested in hay fever. 


The Single, The Engaged, and The Married. Maurice 
Chideckel. 268 pp. New York: Eugenics Publish- 
ing Company. $2.50. 

It is difficult to see why this book was written or 
published. Whatever of value it contains has 
already been written. The style is poor and some- 
times even illiterate. The book also contains actual 
misstatements of fact such as the following on 
page 238—“In a small percentage the male sperm is 
strongly alkaline and the vagina is weakly acid. 
These marriages produce essentially only male 
children. The reverse is also true that in some 
marriages weakly alkaline sperm are deposited in- 
a strongly acid vagina and the result is that prac- 
tically only girls are born’, and on page 242— 
“So the ovary on each side has a sac, in the sac is 
an egg, the sac ruptures and a yellow body, the 
corpus luteum, takes the place of the sac. ... This 
yellow body, after it takes the place of the egg sac, 
grows, becomes large and exerts great pressure on 
the lining of the womb. The womb lining has many 
blood vessels. Because the yellow body, or corpus 
luteum, by becoming large gives off a hormone that 
presses these blood vessels, they rupture and bleed. 
That bleeding is what causes the woman to men- 
struate.” 

The Eugenics Publishing Co. which puts out this 
book is responsible for the following: Sane Sex Life, 
Love, The Sex Side of Marriage, The Torch of Life, 
America’s Sex and Marriage Problems, Woman, Her 
Sex and Love Life, Sexual Truths, and so forth. At 
the same address The Book Collectors’ Association 
holds forth. Some of their productions are even 
more racy. The Satyricon of Petronius, The History 
of Bundling, and so forth. 

The author has evidently had a considerable ex- 
perience in sex problems of various kinds. His 
comments and handling of many of the problems 
seem reasonably valid but, when he claims to have 
cured 69.5 per cent of 200 cases of sterility, we feel 


that his statistics and claims are open to con- 
siderable doubt. 
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